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ANY GOGGLES TODAY, 


MISTER 


In 1934, 20,000,000* people answered ‘yes’ 
to the roadside stand vendor, the drug store 
clerk and the garage mechanic. And forthwith 


twenty million people placed the health of 


their eves in the hands of men well qualified to 
stir up a hamburger, mix a soda or fix a flat, 
but certainly not skilled in prescribing glare 
protection for eyes hypersensitive to light. 

But even more insidious than the fact that 
so many people seek eye comfort outside of the 
profession is proof that most of the 20,000,000 
pairs of sun glasses they purchased had defective 
lenses and were thus harmful to vision. The photo- 
graphs below, showing contrast between images 
cast by a ground and polished lens and a co- 
quille goggle lens, bear mute testimony to that. 


Isn’tit time that something 


be done about it? We think 
itis. As a manifestation of our 


good faith we have sacrificed 
the business available with 


coquille goggles and since 


March first we have been 


selling only sun glasses with ground and polished 
lenses and only to those in the legitimate optical 
field. But more must be done and here is the 
formula we suggest: First, prescribe absorption 
for every patient whose eyes are at all hyper- 
sensitive to light. (We believe Soft-Lite lenses 
are best for this because Soft-Lite glass is the 
only neutral glare filter.) Second, prescribe 
ground and polished slip-overs to every patient 
for auxiliary sun protection outdoors. Third, 
educate your patients to the value of ground 
and polished lenses by means of the same 
demonstration used in making the two photo- 
graphs. (Complete information on how you can 
de this supplied on request.) 
Only by our combined efforts in a program 
of this kind will we succeed. 
Is the safeguarding of the 
eyesight of your patients and 
20,000,000 other Americans 
worth your co-operation? 
*Figure based upon surveys made 
by the Better Vision Institute. 


THIS ADVERTISEMENT PUBLISHED IN THE INTEREST OF EYESIGHT CONSERVATIO! BY 
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a skinned knee! 


Football on the corner lot! Enthusiasm 
and boisterous play make thriving young- 
sters, But-scan them for skinned knees 
or cut fingers when they come home. Each 
fection. Clean, disinfect and watch! If 
soreness remains or a cut does not heal 
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chemotherapeutic agents of the highest 


quality available should be employed. 


in the treatment of 


Merck & Co. Inc. has attained an 


syphilis at enviable reputation as a manufacturer 


of fine chemicals through many years 


of service to the medical profession. 


mm Sodium Biomutho-Tartrate 


TRYPARSAMIDE MERCK 
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Making the 
First Formula 


Agree with 
the Baby 


jy SS require breast milk. De- 

prived of human milk, their nutritional 
requirements are met by simple mixtures 
of cow’s milk, sugar and water. The milk 
may be fresh, evaporated, dried, sweet or 
sour; the sugar simple or mixed. 

Whole milk formulas are suitable for 
most newborns with good digestive ca- 
pacities. The amount of whole milk given 
should approximate 2 of the total re- 
quired calories. And the remainder (one- 
third) should be in added Karo. Water is 
added to the mixture for the fluid intake 
to be about 2%4 ounces per pound of 
baby weight per day. 

Evaporated milk formulas are indi- 
cated for newborns with limited digestive 
capacities. They may be used to advantage 
in considerably higher concentrations than 
whole milk for premature, feeble and de- 
bilitated infants. 

The added Karo is again one-third of 
the total required calories, 

Dried milk formulas are suitable for 
allergic infants who will take only small 
volumes at a feeding and babies of allergic 
parents. Formulas approximately equiv- 
alent to whole milk may be made up 
with water and Karo added in the same 
ratio as in whole milk mixtures. 

Acid milk formulas are of particular 
value for babies with low digestive capaci- 
ties requiring large food requirements. 
Acid milk requires no dilution with water. 


FORMULAS 
FOR THE NEWBORN 
3 Ounces; 6 Feedings 


Whole Milk 
Boiled Milk . - 10 ounces 
Karo... . 2 tablespoons 


Evaporated Milk 6 ounces 
Boiled Water i 12 ounces 
Karo... . 2 tablespoons 


Powdered Milk . . . 5 tablespoons 
Boiled Water . 20 ounces 
Karo... . 2 tablespoons 


Lactic Acid Milk . 12 ounces 
Boiled Water .. . . 8 ounces 
Karo 


REFERENCES: 
Kugelmass, Clinical Nutrition in 
Infancy and Childhood, Lippincott. 
Marriott, Infant Nutrition, Mosby. 
McLean & Feales, Scientific Feed- 
ing in Infancy, Lea & Febiger. 


The amount of Karo required may be 
added directly to the total volume of acid 
milk prescribed. Karo is an excellent 


milk modifier of dextrins, maltose and 
dextrose (with a small percentage of 
sucrose added for flavor) for both the 
baby and the budget. 

Corn Products Consulting Service for 
Physicians is available for further clinical 
information regarding Karo. Please 
Address: Corn Products Sales Company, 
Dept.ss-5, 17 Battery Pl., New York City 
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MERCUROCHROME 


(dibrom-oxymercur dium) 


is a background of 


Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 


istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
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A DOCTOR SAYS:— 
“It is a source of great satisfaction to 


have the Medical Protective Company 
standing guard 24 hours a day over me.” 


PROFESSIONAL PROTECTION 


Sounn Apvice 


AILLIONS smoke cigarettes 
apparently without harm. In a 
small minority of cases, smokers with . 
sensitive throats are affected by the 
irritant properties of smoke. Physi- 
cian’s advice to stop smoking, at least 
temporarily, is too often not obeyed. 
The next best advice is, try Philip 
Morris —the only cigarette proved less 
irritating.* 
Even normal conditions suggest smok- 
ing a cigarette known to be milder 
and less likely to cause disturbance of 
the mucous membrane. 


- In Philip Morris cigarettes only dieth- 
ylene glycol (instead of glycerine) is 
used as the hygroscopic agent. 

* Laryngoscope 1935 XLV, 149-154 


Proc. Sgc. Exp. Biol. and Med., 1934, 32, 241-245 
N. Y. State Jour. Med. 1935, 35—No. 11,590 


_ Philip Morris & Co. Ltd. Inc. Fifth Ave., N.Y. 


PHILIP MORRIS & CO. LTD. INC. 
119 FIFTH AVENUE NEW YORK 
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FOOD ALLERGY* 
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Of the three definitely proved, distinct groups 
of allergens, the contactants, the inhalants and 
the ingesta, that of food is usually the most 
difficult to evaluate in the etiology of an al- 
lergic disease. It is difficult not only because 
of the multiplicity of the food sensitizations, 
but because of the modifying influence of 
various factors upon the allergic reaction, and 
finally it is difficult because skin reactions have 
less bearing on constitutional sensitizations 
than in the case of the inhalant groups. 

The recognition of the etiologic importance 
of the foods and the inadequacy of skin test- 
ing has accounted for the fact that many al- 
lergists have sought additional diagnostic aid 
in elimination diets, addition diets, the genetic 
classification of foods, as well as in the 
leukopenic index or the eosinophilic blood 
response. 

It is essential to have an accurate understand- 
ing of the incidence with which food is a 
factor in such diseases as, asthma, perennial 
vasomotor rhinitis, eczema, migraine, gastroin- 
testinal symptoms and physical and intrinsic 
allergy. Since in these cases there are usually 
concurrent inhalant sensitizations, it is of 
vital importance to recognize that portion of 
the disease pattern due to food sensitization. 
_In order to understand the composite clinical 
picture of allergy due to ingesta one must be 
familiar first, with the factors modfying the al- 
lergenic effect of food, and second, with the 
duration and type of symptoms. 


I. THE NATURE OF FOOD SENSITIZATION 
The existence of a food sensitization is often 
overlooked, or if its presence be recognized, the 


*Read before the Shawnee County Medical Society, Topeka, 
Kansas, March 2, 1936. 


specific etiologic factor is frequently not found 
because the clinical and immunological nature 
of this allergy is such that the diagnosis may 
be quite complex. The more important of 
these features will be considered. 


A. Factors Modifying the Etiologic Effect 
of Food: Hypersensitivity to food is subject 
to many modifying factors in the great ma- 
jority of patients. In this respect it differs 
from inhalant sensitizations which exhibit 
rather uniform reactions after contact. 


The following are the more important 
and definitely proved influences which are to 
be considered in the study of food allergy. 

Symptoms may be induced by the single 
ingestion of a food. The reaction occurs re- 
gardless of the amount used or its preparation, 
although it is possible when extremely small 
amounts are taken for the immediate reaction 
to be overlooked. 

In other instances the quantitative effect is 
observed. Some foods may be taken in small 
amounts but average portions are not tolerated 
in the diet. Again, average portions or ex- 
cessive amounts will induce symptoms other 
than those experienced with small or average 
portions of the food. 

Again, there is the cumulative factor. Clini- 
cal allergy not being induced until after the 
food is eaten more than once, or is used over 
a period of several to ten days. It has been 
quite rare in our experience to find a patient 
in whom no symptoms could be induced with 
one allergenic food until it has been used over 
a week. This statement exempts ‘‘latent 
sensitivities’’ to be discussed later. 

The cumulative factor can be avoided by 
using the food at intervals and by governing 
the amount taken each time. This problem 
must be determined for each food and for each 
individual, and this will be more fully dis- 
cussed elsewhere. 
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A somewhat rare factor is the combined ef- 
fect of two foods. A patient may eat either 
of two foods with impunity, but if they be 
taken together symptoms occur. This feature 
is to be diffefentiated from the cumulative 
factor in that it is brought about by the single 
ingestion or contact with two or more al- 
lergens. This same reaction is frequently in- 
duced by the combined effect of an inhalant 
and a food especially in seasonal hay fever 
patients. The importance of food sensiti- 
zation in seasonal hay fever has been empha- 
sized by Eyermann! and others”. More recently 
I® have indicated its importance in co-seasonal 
treatment and also the value of the prescribed 
diet in the treatment of pollinosis. 

The physical condition of the food may 
modify the allergic reaction. Raw foods are 
frequently etiologic, while the cooked forms 
either do not provoke an allergic response, or 
the reaction is distinctly modified. In some 
instances the cooked food alone, even without 
contamination by condiments, has been found 
to be the cause of symptoms. Similar vari- 
ations may exist with fresh and dried products. 

Drugs may modify the action of a food as 
well as increase its effect. Alcohol in any 
form often brings out latent sensitivities or 
multiplies the allergenic response. 

Foods may cause symptoms at the menstrual 
period but are tolerated between times. A 
patient subject to urticaria, headache and 
mental depression during catamenia was free 
of these symptoms when given a compatible 
diet. The specified diet was started several days 
previous to and continued for three days after 
menstruation. All foods denied during this 
time were taken without symptoms in the 
intervening period. 

The geographic source of a food may in- 
fluence the occurrence of an allergic reaction. 
There have been reports* of patients being 
sensitive to cantaloupe from Colorado, but not 
from California. This phenomenon should be 
differentiated from latent sensitization which 
is more common, and should not be confused 
with the variations in clinical allergy due to 
the patients travels. In some cases one cannot 
eat a food locally, while the same product eaten 
in another part of the country is without al- 
lergic effects. 

The practical importance of the dietary 
factor exists in the case of milk. It has been 
shown repeatedly that those sensitive to foods 
used in the diet of either the human or the 
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cow may have symptoms upon taking the re- 
spective milks. 

It is frequently the case for all genetically 
related foods to be or to become etiologic’, 
For instance, if a patient is sensitive to wheat, 
it is common to find that barley, rye, rice and 
oats also cause trouble if they are used to any 
extent. It has been found that sensitization is 
complete to the botanical food families in two 
out of five instances in the case of eczema® 
while in the hay fever and asthma patients, 
group sensitizations are still more frequent. 

Foods may lose their etiologic effect follow- 
ing severe shock, either mental or physical, or 
shock may be induced by drugs particularly 
morphine’ in large doses over a period of time. 
The shock treatments to overcome allergic re- 
actions is not without danger nor is it uni- 
formly successful. It is at times possible for a 
patient to shock themselves by the ingestion of 
food with due regard to the amount and inter- 
val between ingestion, and thereafter they are 
able to take these products over a period of 
time. This plan of treatment has been quite 
successful in patients with perennial vaso- 
motor rhinitis. 

One of the most important factors in food 
allergy is that of latent sensitization. The 
patient experiencing adverse reactions with cer- 
tain foods either avoids them or reduces them 
in the diet without being particularly cog- 
nizant of it. When skin reactions are obtained 
to the more common articles in the diet these 
foods are used and after eating them either a 
few days or several weeks they become a 
cause of symptoms. The most common in- 
stances of this is in the closely related cereals, 
egg and chicken meat and milk and beef. In 
one patient elimination of wheat was fol- 
lowed by ten days of relief from nasal al- 
lergy, when it became necessary to eliminate 
corn, which had been substituted for wheat 
originally; a few weeks later rye and oats 
had to be removed, and within a month's 
time rice had to be omitted. 

Latent sensitivity thus represents a certain 
degree of tolerance for a food and with the 
destruction of this tolerance it becomes an 
active cause of symptoms. It differs then 
from the cumulative factor in that after 
symptoms have been provoked, that that par- 
ticular allergen will produce symptoms upon 
each ingestion whereas in the case of a cumu- 
lative factor, the food may be used at the 
proper interval or in the proper amount re- 
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peatedly without difficulty. It has been shown 
by the leukopenic index that this latent sensi- 
tivity or partial degree of tolerance can be 
accurately measured and can be maintained 
by proper administration of the food. 

It is possible that the patients who use 
cantaloupe from California (marketed from 
May until July) have developed sufficient tol- 
erance for cantaloupe since the previous fall 
that they are able to use the food throughout 
this season without trouble, or at that very 
time they may have a latent sensitivity which 
is masked by the continual use of the food. 
In the interval when cantaloupe is not on the 
market, the patient, if he has a masked latent 
sensitivity, passes through a period of initial 
hypersensitivity following the elimination of 
cantaloupe, or if there is yet a certain degree 
of tolerance he does not have time to develop 
full tolerance, and when cantaloupes from 
Colorado (marketed in July to September) 
are used, regardless of which immunologic 
state exists, symptoms are produced. 

This possibility must be taken into con- 
sideration before ascribing a geographic in- 
fluence to certain foods. We have previously 
shown by detailed studies® that a gradual break- 
down in tolerance to foods is followed by 
symptoms and that tolerance is built up fol- 
lowing the elimination of these foods for a 
period of months. 

Tolerance is a phenomenon of clinical im- 
portance. Following the elimination of a 
specific food there is a period during which 
the ingestion of this food produces greatly 
increased symptoms as compared to the re- 


‘ actions when it was used regularly. With 


constant avoidance of a specific food one 
usually passes through this period of initial 
hypersensitivity into a state of tolerance in 
six, nine, twelve, eighteen or seventy-two 
months. Tolerance to a food is manifest 
clinically by the absence of allergic symptoms 
and by a postingestive leukocytosis. Toler- 
ance in some cases is absolute; that is, the food 
may be used in any amount over a long period 
of time without a recurrence of symptoms 
and in other cases it is relative, that is, the 
food must be limited as to quantity and interval 
to maintain tolerance. Tolerance is one of the 
most important features of clinical allergy and 
unless it is given consideration in the thera- 
peutic program, and maintained, the patient 
most likely will never be much better off as 
far as food sensitization is concerned than 


MAY, 1936 


179 


at the time of the original diagnosis. Since 
it is impossible to desensitize a patient to a 
food by subcutaneous injections the under- 
standing of treatment as regards tolerance is 
of extreme importance. 

B. Factors Modifying the Symptomatology 
of Food Allergy: Symptoms may occur with- 
in a few seconds or as late as seventy-two 
hours after ingestion of a food on a single 
occasion. While this ‘‘latent’’ period varies 
not only in different patients, and in the same 
individual with different foods, it is usually 
between fifteen minutes to four hours. Fre- 
quently migraine begins seven to ten hours 
after taking the specific food. The pruritus 
of eczema® bears a specific time relation to the 
ingestion of the offending foods and offers a 
reliable method of clinical diagnosis. In de- 
termining the interval, care must be exercised 
not to consider the delayed reaction as the 
immediate one. 

An allergenic food produces an immediate 
reaction which varies in the time of occurrence 
and duration with the individual and with 
the food, but for the most part occurs within 
fifteen minutes to four hours, although in 
some instances particularly, urticaria, the 
immediate reaction has been observed as late 
as seventy-two hours. This immediate re- 
action is followed in turn by a delayed one 
lasting from seventy-two to 120 hours. The 
symptom characteristics of the two may be 
identical except that the immediate reaction 
is more often acute lasting from a few minutes 
to several hours and then subsiding and con- 
tinuing as the delayed symptoms to the end 
effect of the food. These two phenomena 
are best studied in a controlled case of allergy 
where one can reproduce at will the desired 
reactions and they have been studied in 
greatest detail in patients with asthma and 
perennial vasomotor rhinitis. 

Quite often the immediate reaction is over- 
looked and then the delayed symptoms ap- 
pear to bear no relation to a specific food. A 
few examples will suffice to make this clear. 

In a patient with perennial vasomotor 
rhinitis mild symptoms persisted after con- 
siderable diagnostic study. The patient in- 
sisted that there were no symptoms through 
the day but that there were attacks on certain 
occasions during the night and upon arising. 
A correlation of the diet and symptoms in- 
dicated certain foods as a possible cause of 
these delayed reactions. 
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Clinical tests made in the office indicated 
that between the thirty-eighth and fifty-sixth 
minute the patient had a distinct and free 
flow of mucus, sufficient that the handker- 
chief was used five times during this period 
and thereafter symptoms subsided. Clinically 
it was found that the elimination of this food 
relieved the patient of his difficulty. 

‘Following the ingestion of egg by an 
asthmatic patient whose chief difficulty was 
coughing and expectoration he had three 
paroxysms of coughing between forty-two to 
forty-eight minutes following the meal. On 
each occasion he brought up a moderate amount 
of frothy mucus. There were no other symp- 
toms during the immediate reaction. Fourteen 
hours following the test meal he awakened 
from a sound sleep with a severe paroxysm of 
coughing and production of mucus which re- 
quired adrenaline for relief. If clinical observ- 
ation had not been made with care the immedi- 
ate reaction would have been overlooked. 
Then one might have felt that the eggs were 
not allergic and the occurrence of the severe 
symptoms through the night would have been 
difficult to correlate, since there had been ap- 
parently no immediate reaction to any food 
taken during the day. In this particular case 
the elimination of egg produced complete and 
absolute relief of symptoms for six weeks and 
upon taking egg at that time asthma was 
promptly reproduced and the symptomatology 
was identical to that described except for the 
relative increase in severity. 

In a third instance an asthma patient was 
given milk and started very definite wheezing 
in forty-five minutes. This continued until re- 
lieved by adrenaline. About two hours after 
taking the milk the patient began to bring up a 
frothy mucus and following this there were 
severe symptoms of coughing and expectoration 
which continued for five days. In this instance 
both the immediate and the delayed reaction 
were obvious. 

The manner by which a food reaches the 
sensitive cells modifies the allergic response. 
One sensitive to wheat may have asthma upon 
inhalation of flour, or cooking macaroni, 
whereas ingestion is without ill effect or pro- 
duces another type of allergy. One patient is 
known to have asthma from inhalation of 
flour, having attacks when visiting in a home 
where flour mill dust is prevalent with south 
wind, but upon eating any form of wheat he 
has eczema and hives. In another instance 


wheat dust or flour causes hay fever, whereas 
ingestion is without effect, while in a third 
patient asthma is induced both by eating and 
inhalation of wheat or it’s products. 

If one consumes a given quantity of food 
within a few minutes the symptoms induced 
will more likely than not differ quantitatively 
from those following ingestion over a period of 
thirty to forty consecutive minutes. In one 
instance a patient would suffer severe nasal 
allergy if a glass of beer was taken rapidly, 
whereas the same amount of beer taken by sips 
in a half hour was without ill effect or with a 
distinctly lessened reaction. It is not altogether 
unlikely that the high incidence of allergy is 
influenced by the common custom of bolting 
one’s meals. 

Infection such as acute sinusitis often tem- 
porarily relieves the allergic manifestations. 
One patient under such circumstances found 
that he could eat any food without inducing 
vasomotor rhinitis, and as his cold improved, 
the allergic symptoms of itching, sneezing and 
rhinorrhea gradually returned. Patients with 
asthma are frequently made worse following 
acute bronchitis. Quite often new food sen- 
sitizations develop following ‘‘influenza’’ at- 
tacks, or they may be temporarily controlled. 
Secondary to extra-respiratory infections with 
high temperature, the allergic symptoms may 
subside entirely for months to years. 

The duration of reaction following a single 
ingestion of an allergenic food varies with the 
type of allergy induced, being shorter with nasal 
reactions, where it may last from fifteen minutes 
to three days. In asthma it is most frequently 


three to eighteen hours, but in many cases is - 


three and sometimes five days in length. In one 
instance we have experimentally produced at- 
tacks with pork and milk which lasted five 
days each and required approximately forty- 
five injections of adrenaline following each 
food. For the first thirty-six hours the patient 
brought up first a frothy, then a stringy mucus, 
following which it became purulent and finally 
a deep yellowish green, and as the attack sub- 
sided the expectoration cleared up and remained 
so until another food test reproduced the same 
symptomatology. In one instance hives were 
induced seventy-two hours after ingestion of 
grapes on a single occasion, they continued for 
ten days without further use of grapes and then 
subsided. 

Symptoms may be modified by ingestion of 
an allergenic or non-allergenic food. If one will 
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induce nasal allergy or asthma with food and 
then avoid eating for six or more hours, he will 
find after taking food that his symptoms will 
increase rapidly after the meal if a non-aller- 
genic food is taken, whereas, if the food origin- 
ally inducing the allergy is repeated, his symp- 
toms are temporarily improved and later be- 
come worse. 

This delayed reaction is the clinical counter- 
part of antianaphylaxis. Because of this neu- 
tralization of symptoms by the self same food 
the patient often feels that the etiologic food is 
‘not a cause of trouble. 

If a large amount of food is consumed, 
either rapidly or slowly, the allergic reaction is 
less marked than if a small amount of the same 
product is taken over a relatively short period 
of time. This is of much practical importance 
in the elimination of many common foods like 
milk and wheat or egg and potato. In one 
such case a patient knew that a pint of milk 
would induce asthma before allergic study. She 
was denied all milk and a week later deliberately 
took three drops of heavy cream thinking that 
such an amount would not cause symptoms. 
Her reactions included anginoneurotic type of 
edema of the eyes, persistent vasomotor rhinitis 
for thirty-six hours and asthma of such severity 
that twenty injections of adrenaline were used 
within twenty-four hours. 

C. Clinical Importance of the Factors 
Modifying Etiology and Symptomatology: 
These statements concerning the modifying in- 
fluences upon symptoms refer particularly to 
the ingestion of a specific food and the occur- 
rence of a reaction in patients with an average 
degree of sensitization. 

The features of food allergy which have 
been fully detailed are of more than academic 
interest. In any given patient there will be 
certain foods which will produce definite symp- 
toms and it is of importance to know the 
interval and duration of the immediate attack 
and the nature and time of occurrence of the 
delayed symptoms for each of these foods. In 
addition there is the modification of the etiolo- 
gic effect of two groups of foods; first, those 
which have been omitted recently, and second, 
those which the patient had not used to any 
extent previous to being placed upon the diet. 

In the case of the first group of foods one 
will note upon their purposeful or accidental 
ingestion the increased reactions characteristic 
of the early period of hypersensitivity follow- 
ing elimination. As time progresses the patient 


eventually builds a tolerance for these foods. 
Then the patient has no symptoms following 
their ingestion and unless he has been properly 
instructed concerning the development of this 
phase of tolerance, he is likely to believe he was 
never sensitive to the food and is then apt to 
eat it in such amounts as to rapidly break down 
his tolerance. 

With the second group of foods there is the 
problem of the latent sensitivities which will 
develop and become active sensitizations in a 
brief period of time and thereafter the food 
will not be tolerated even with occasional use 
until it has been omitted and tolerance has been 
rebuilt. 

These various factors must be considered as 
having a bearing upon every food. Further, it 
must be understood that these different stages 
intermingle, that is, there are some foods cap- 
able of producing immediate and severe symp- 
toms, while others do not at the time cause 
symptoms but if used indiscriminately will 
rapidly become etiologic. Finally the patient 
will develop a tolerance to some of the foods 
originally eliminated within varying periods of 
time, and with tolerance they are again com- 
patible. When viewed in this light the diag- 
nostic and therapeutic problem of food allergy 
will be much better understood. 


THE DIAGNOSTIC PROCEDURE OF FOOD 
ALLERGY 


The fact that food sensitizations are subject 
to many modifying influences and are variable 
over a period of time precludes the use of any 
one diagnostic measure. The methods for es- 
tablishing the etiologic effect of foods includes 
in addition to skin testing, clinical tests and the 
leukopenic index, and superior results are ob- 
tained when these are used concurrently. 

Skin Testing: The value and the limitations 
of skin testing have been sufficiently discussed 
by other writers, that only a brief review of 
the essential facts is necessary at this time. 

In general, skin testing is quite accurate for 
inhalants, there usually being: reactions in 
patients sensitive to epithelials, dusts and pol- 
len. When reactions to inhalants are correctly 
interpreted in connection with the history they 
have an accuracy of approximately ninety per 
cent. Under the same conditions food sensiti- 
zation tests have an accuracy of between thirty 
to sixty per cent depending upon the type of 
allergy being studied. 

The. essenial consideration then, is the 
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general accuracy of this diagnostic measure; an 
accuracy which makes it impossible to ‘‘test”’ 
and determine the specific sensitizations, with- 
out subsequent clinical observation. Its prime 
purpose according to Vaughn®, is a means of 
arranging the initial therapeutic program. One 
thing is certain, the nearer one approaches a 
complete etiologic diagnosis of allergy, the 
lower the per cent accuracy of skin testing. 


CLINICAL STUDIES 

Clinical studies involve the correlation of 
the presence and the degree of symptoms in 
relation to specific inhalants and ingesta. 

Inhalants sensitizations being less variable 
than food allergy they can be dismissed with a 
few brief remarks. The orris root sensitive 
individual is worse in places where orris root 
is used, namely; places where women congre- 
gate or in barber shops. House dust sensitive 
patients are worse in winter and damp days 
and better in summer. They improve tempo- 
rarily upon leaving the house. Pollen sensitive 
patients are affected or their symptoms increase 
during the respective seasons. The influence of 
occupational dusts and epithelials is not difficult 
to suspect and then demonstrate. 

Food allergy is quite complex in comparison 
to inhalant sensitivities. The first feature of 
food sensitization of importance is that of the 
genetic relationship®. It has been found more 
often than not that genetically related foods all 
affect the allergic individual, and this is par- 
ticularly true in respiratory allergy. The second 
consideration concerns the clinical nature of 
food symptomatology. For example, in a 
patient with an average diet of thirty-five or 
forty foods the possibilities are as follows: 
First, foods taken at intervals could account for 
acute exacerbations. Second, allergenic foods 
taken daily would account for delayed symp- 
toms three or four hours after each meal, minor 
in character as compared to the food used at 
intervals. Third, there may be a cumulative 
reaction due to the use of a food several days in 
succession. 

In addition to the two phenomena just 
mentioned which must be considered in using 
the food charts, the development of tolerance 
and the occurrence of new sensitizations over a 
period of time, must be evaluated in every case. 
Any or all of these factors may play a part 
with one or more foods during the diagnostic 
study of an allergic patient. 

Food diaries are indispensable in the course 
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of clinical studies. These diaries are of two 
types, the perspective record which gives one 
information at a glance concerning the variety 
of foods and the days on which they are taken, 
and the introspective records, those used to 
enumerate the presence and degree of symptoms 
each day. For the study of the daily variation 
in symptoms I? have devised a chart which is 
to be used in connection with Vaughn's food 
diary. The amount of information to be gained 
from these records will necessarily vary with 
the accuracy and acuity of observation of the 
patient. The interpretation of the presence and 
degree of symptoms must take into consider- 
ation the known modifying factors in food 
allergy, and the nature of the symptoms pro- 
duced. 

Food diaries are not only of two types, but 
serve two purposes. The first is to record ob- 
servations which when properly interpreted 
will give one specific diagnostic information, 
and the second, is to make available to the 
physician information concerning the incidence 
and use of foods so that he can deliberately 
induce symptoms and thus obtain further diag- 
nostic information. The failure to do the latter 
is the most likely reason that these records are 
not used to a greater extent. 


THE LEUKOPENIC INDEX 


In 1934 Vaughn?® studied the postingestive 
total leukocyte counts in a known allergic and 
found a generally increased count with com- 
patible foods and a depression of the leukocytes 
in the presence of the allergic food. He desig- 
nated this test as the ‘‘Leukopenic Index.’’ The 
test as described by him involves two counts 
ten minutes apart before the patient eats a test 
food, and four or more counts at fifteen minute 
intervals following the test meal. Subsequently, 
Rinkel® described the general types of curves 
obtained in a large series of these counts, to- 
gether with their clinical interpretation and the 
factors that influence the counts such as ex- 
ercise, amount of food taken, its -preparation 
and the time of. consumption. Zeller! has 
reported upon the leukocytic indices in intrac- 
table asthma, while Gay" has made studies in- 
volving duodenal ulcer and other diseases syn- 
dromes not yet published'*. Rinkel has also 
reported upon this test in infantile eczema®, the 
intractable allergies®, and the use of the leuko- 
penic index to determine preseasonally the pre- 
scribed diet of hay fever’®. 

The first step in the use of the leukopenic 
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index is to develop accuracy in making the white 
count. The general technique of blood count- 
ing need not be emphasized here, other than 
the necessity of having equal dispersion of the 
cells. The correct method of checking the ac- 
curacy of counting is to graph results obtained 
with two pipettes run concurrently by the 


same technican. The results of these tests should - 


be within 500 cells of each other, preferably 
less. 

It is not only necessary to make unusually 
accurate leukocyte counts, but also to develop 
a standard time interval of making counts 
and to become familiar with the types of 
curves obtained in a large series of these tests. 
There is no normal control for these counts. 
If one tests the patient with seborrhea, or with 
trachoma he will find that they too have 
leukocytic responses either positive or negative, 
the same as the asthma or hay fever patient. The 
important consideration is that in the allergic 
individual the food that gives a postingestive 
leukocytosis the curves of which correspond to 
type one, two, and three in Fig. I, are not a 
cause of symptoms at the time of the test. 


OIGESTIVE LEVROCYTE RESPONSE 


NEGATIVE LEUMOPENIC INDEX 


INDETERMINATE 
LEUKOPENIC INDEX 


Various types of leukopenic indices obtained when counts 
are made at twenty, forty and sixty minutes. The negative 
curves are obtained from foods which do not cause symptoms. 
The indeterminate curves are of no clinical significance. 
They must be corroborated by clinical tests. The positive 
tests are characteristic of foods producing allergy. 


This statement would suggest that the test 
is an invaluable one and by its use all food 
allergies could be analyzed in a relatively short 
period of time. This possibility deserves further 
consideration. 

The writer, has indicated® that the response 
is not stable, passing from a negative to a 
Positive leukopenic index, or vice versa, depend- 
ing upon the incidence of the test food in the 


diet. These changes may occur within a rel- 
atively short period of time, or there may be 
practically no alteration of the curve with pro- 
longed use of the food. 


SUMMARY AND CONCLUSIONS 


Food, as an etiologic factor in clinical allergy 
is subject to many modifying influences, par- 
ticularly cumulative and combined dosage as 
well as latent sensitization and tolerance. The 
occurrence and character of the symptoms in- 
duced are likewise subject to much variation, 
due primarily to immunological, rather than 
digestive factors. / 

The diagnosis of food allergy requires an in- 
clusive and exhaustive study. This cannot be 
done by skin tests alone, but by their use in 
connection with subsequent clinical studies. 
The diagnostic problem is the determination of 
the status of every food as regards active or 
latent senitization, tolerance and compatibility. 
It is an evaluation of how to feed the patient 
as well as what to feed him. 

The most recent diagnostic procedure in food 
allergy is that of the leukopenic index. The 
practical use of this test is dependent upon a 
proved ability to make accurate leukocyte counts 
and to interpret them correctly upon a basis of 
experience with similar reactions in known cases 
of allergy and non-allergy. 

The finding that disease syndromes as en- 
umerated herewith can be successfully treated by 
dietary manipulations upon the basis of this 
test suggests the necessity of a broader view- 
point of allergy or an explanation for the 
reaction upon some other mechanism than that 
of sensitization. 

The probability of food allergy in any given 
case can be eliminated only when one can 
demonstrate a tolerance, by means of the leukop- 
enic index, for all foods used in the diet. 
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FACTORS DETERMINING THE TIME 
OF OPERATION ON PATIENTS 
WITH HYPERTHYROIDISM * 


CLARENCE A. GRIPKEY, M.D. 


Kansas City, Kansas 


Having decided surgery is indicated in a 
given case of hyperthyroidism, be it a toxic 
adenoma, diffuse goiter with hyperthyroidism 
or a recurrent hyperthyroid and having placed 
the patient on the usual pre-operative routine, 
what are the criterion which determine the 
optimum time for attacking the thyroid gland 
in thyroidectomy? 

Obviously the greater care given the patient 
in preparation, the better the response, and the 
condition of the patient at the time of operation 
will determine the success or the failure of the 
operative attack. 

When first seen the obviously hyperthyroid 
patient may be extremely nervous, emotionally 
unstable, irritable and alert. Tremors of the 
extremities may be present as well as muscle 
weakness, shortness of breath on slight exertion, 
hyperhydrosis, tachycardia and possible palpi- 
tation. They may possess a ravenous appetite 
and in spite of the increased food intake may 
be losing weight due to the marked increase in 
metabolism. Usually the morale is poor for 
they understand that they may have to undergo 
a major surgical procedure and with all their 
faculties and mental processes keyed up, they 
are prone to worry more so than a normal or 
hypothyroid individual. 

If on the other hand the patient is bordering 
on or is in thyroid crisis he may be unconscious, 
delirious or threshing about in bed with an ele- 


. ae before the Saline County Medical Society, November 
20, 1935. 
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vation of temperature. Vomiting, diarrhea, 
edema of the extremities or ascites may be pre- 
sent. Also marked emaciation may be noted 
with signs of acidosis. This picture bodes a 
serious prognosis and necessitates a long and 
carefully planned pre-operative preparation. 

In this respect it was interesting to note, 
quoting from the statistics of the Cleveland 
Clinic Hospital’, that in the past ten years, 
exactly one-half as many patients have died 
from hyperthyroidism before any operative 
procedure had been undertaken as have died 
following operation for hyperthyroidism. Of 
this number fifty-eight per cent of the patients 
who died in the hospital without operation 
died as a result of thyroid crisis and ninety-four 
per cent of the patients who died from thyroid 
crisis without operation were delirious when 
admitted to the hospital and died within five 
days of the time of entrance. If however they 
survive this reaction, their chances for recovery 
are good, for known to be a “bad risk’’ the 
patient receives the benefits of every precaution 
with a long pre-operative preparation, termi- 
nated with stage operations. 

After the patient has been in bed for several 
days on lugol therapy, nerve sedatives in the 
form of sodium bromides, luminal etc., on a 
high caloric basic protein diet we find their 
morale and general condition improving. In 
contrast to the appearance on entrance they are 
much calmer and they will have lost the flush 
and redness of the face and upper chest. They 
are able to lie comparatively quietly in bed 
instead of tossing about and chaffing the el- 
bows, knees and glutei on the bed sheets. The 
patient will declare that he has never felt better 
in his life and may wish to go home, thinking 
an operation is not necessary at this time. They 
begin to question, ‘“‘how much longer before the 
operation will take place?’’ These are good 
signs and are welcomed. 

Usually the maximum improvement from 
lugol therapy occurs from eight to twelve days 
and the clinical picture presented by the patient 
at this time can never again be duplicated. It 
is at this stage we begin to individualize the 
patient, to determine the time of operation and 
the type indicated. 

Aside from the complicating factors of old 
age, duration of the disease, presence of heart 
disease, sub-sternal goiter and thyroid crisis 
with its two absolute contraindications for 
surgical treatment, namely persistent delirium 
and persistent vomiting, there are other criteria 
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or factors which when present constitute warn- 
ings of an unfavorable prognosis or cause the 
operator to exercise more care in his judgment 
as to the care of the patient than he would 
otherwise employ. What then governs the 
opportune time for operation? What do we 
watch? What are we striving to do? What 
favorable or unfavorable signs cause the oper- 
ator to determine that the patient is ready for 
operation, and is a good risk or a bad one and 
is not ready for operation after the above 
mentioned factors have been controlled? 

These are the factors I wish to discuss and 
may be enumerated as follows: The character 
and response of the patients pulse curve, pulse 
pressure curve, temperature curve, weight curve, 
the improvement of their clinical symptoms, 
appearance and moral and the dovetailing of 
the above with our first clinical impressions of 
the patient. 

In studying the graphic chart therefore we 
carefully note the temperature, pulse, pulse pres- 
sure, and weight curves. If the patient is re- 
sponding satisfactorily the temperature in con- 
trast to the entrance temperature is found to 
be normal, where at first due to the increased 
metabolism of the patient it may have been 
elevated one or two degrees. This is not ex- 
tremely important but gives us some inkling 
of the metabolic processes of the patient at 
this time. An elevation of temperature of one 
degree increases the metabolism 7.2 per cent and 
the increased metabolism results in greater heat 
production with subsequent further elevation 
of temperature. This is why it is so important 
to reduce the temperature of thyrotoxic 
patients, particularly when in thyroid crisis 
with refrigeration, be it in the form of an 
oxygen tent or ice bag packs. If the patient is 
still having a slight elevation of temperature 
with no apparent cause for the elevation it is 
usually wise to consider the patient’s meta- 
bolism still too active and postpone operative 
attacks at this time. An elevation of tempera- 
ture will increase the metabolism of the in- 
dividual. A’ basal metabolism rate may be 
taken at this time but the B.M.R. is not a 
reliable guide to operability. While valuable, 
it is not specific, it indicates but does not 
identify. It gives information regarding the 
rate of energy transformation but tells us noth- 
ing regarding the capacity of the patient to 
bear that rate. For this reason the basal meta- 
bolism is seldom repeated after the initial 
taking. 


The pulse curve is one of the most important 
aids in our judgment of the patient’s improve- 
ment. At entrance the pulse may have been 
as high as 160. The first twenty-four hours 
will usually find a slight lowering of the pulse 
but not marked. The next few days find the 
pulse fluctuating but if the graphic chart is 
studied after eight to twelve days of preparation 
we find that the patient is responding satis- 
factorily if there is a steady decline in the pulse 
to a point where it flattens out to range in the 
eighties or nineties. If the pulse curve has not 
come down and continues to range in the 120’s 
this should be interpreted as a danger sign and 
the patient given a longer preparation. If in 


. addition the response is poor in other respects 


this is the type of patient on whom a trial 
ligation is indicated. The patient may be able 
to withstand a thyroidectomy or even a lobec- 
tomy in one or two stages but we do not 
know. A trial ligation of the superior thyroid 
artery can be done quickly without markedly 
upsetting the patient and will give us an ex- 
cellent idea as to the operability or inoperability 
of the patient at this time. In the event the 
post-operative reaction due to ligation is mini- 
mal, the patient can usually be*subjected to a 
lobectomy or thyroidectomy in from three to 
four days after ligation. In the event a lobec- 
tomy is done, the neck may be dressed open 
with acriflavin gauge and if the patient’s con- 
dition is satisfactory at the end of forty-eight 
hours the operation may be terminated. If the 
patient shows by his post-operative reaction 
namely, by marked elevation of the temperature 
and pulse, by the presence of transient delirium, 
nausea and vomiting-or auricular fibrillation, 
we know that sufficient surgery has been done 
at this time. The neck can be closed at the end 
of forty-eight hours and the patient after 
convalescing from his lobectomy is directed to 
return in three months for the completion of 
the operation. It might be well to give a warn- 
ing at this point. The patient who is dis- 
charged between operations to return in three 
months for completion of the operation should 
be given iodine therapy until the operative re- 
mission is well established. It is then with- 
drawn so that when the patient returns to the 
hospital he will not have had iodine for from 
four to six weeks time and thereby be re- 
sponsive to iodine therapy for preparation 
again. If no iodine is given after stage oper- 
ations there is danger of the patient having a 
flareup of his hyperthyroidism, resulting in 
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crisis with its resultant sequalae. In the event a 
thyroidectomy is scheduled and the morning 
of the operation we find that the patient’s pulse 
is elevated above its usual level, the operation 
should be postponed and the preparation con- 
tinued until the pulse curve has responded 
satisfactorily. Again if the operation is begun 
and the patient’s pulse becomes quite rapid or 
he shows signs of loss of morale, it would be 
considered good judgment to terminate the pro- 
cedure regardless of the stage of the thyroid- 
ectomy. I have seen patients on whom the 
operation was stopped following the transverse 
skin incision. After a few days added prepa- 
ration and the planning of a different anes- 
thetic attack, the patients successfully under- 
went thyroidectomy uneventfully. When there 
is any doubt as to the prognosis, if a thyroid- 
ectomy is attempted, first do a trial ligation 
for the answer and then proceed accordingly. 

The study of the pulse pressure is also of 
importance in determining the time for oper- 
ation. When first seen the pulse pressure is 
high. The systolic is elevated as high as 160 
to 170 and the diastolic is lowered to 60 or 
40 mm.hg. and may be lower. On preoperative 
routine the systolic tends to fall and the diastolic 
to elevate so that the pulse pressure becomes less 
and is indicative of the strengthening of the 
myocardium. In the presence of a high pulse 
pressure at the time of the operation there is 
more danger of cardiac failure following 
thyroidectomy than there is if the pulse pres- 
sure were normal. 

The weight curve also tells us much concern- 
ing the patient’s metabolism and his response 
to preparation. At first even on the increased 
caloric intake the patient loses weight due to 
the increased metabolism. The entrance 
weight may be 120 and after three or four days 
the patient when weighed may be found to 
weigh 116 pounds. When rechecked at the 
end of a week, his weight may be stabilized at 
116 or there may be an additional loss of a 
pound or two. However if the patient is eat- 
ing the prescribed diet he is usually back to the 
entrance weight at the end of ten days or he 
may have even gained a little. When the patient 
begins to gain weight and with other signs 
. favorable it is generally a good time to con- 
sider surgery. A persistent loss of weight in 
spite of sufficient caloric requirements is in- 
dicative that the metabolism is still too active 
for surgical intervention. 

The morale of the individual is of utmost 
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importance and should be guarded. Every effort 
possible should be exerted by the personnel of 
the hospital to uplift the morale of the pati- 
ent. The persons with whom they come in con- 
tact should be optimistic and the surroundings 
must be pleasant and encouraging. It is very 
detrimental for a hyperthyroid case to be as- 
sociated with other surgical cases who are hav- 
ing a stormy convalescence. However it is quite 
helpful for them to have access and converse 
with patients who are convalescing unevent- 
fully. A person with a good morale will over- 
come obstacles that one with a lower one would 
succumb. If the morale is poor the pre- 
operative response will be markedly retarded. 

Of course we must not lose sight of the 
most important adjunct in determining when 
the patient is ready for operation. Namely— 
our interpretation of the patient’s condition by 
the clinical appearance. Many times the above 
observations will indicate that the patient is 
ready but something in the makeup of the in- 
dividual will cause the operator to delay and 
wisely. A good rule to follow in the manage- 
ment of ‘‘bad risk’’ cases is, when we first see 
the patient and have completed our examina- 
tion, having all the clinical and laboratory 
data at hand, it is well at this time to make a 
mental reservation as to the time we feel the 
patient will be approximately ready for opera- 
tion and which procedure is indicated, be it 
ligation, lobectomy or sub-total thyroidectomy. 
We must then stand by our decision even if the 
patient responds exceptionally well and is ready 
by all the clinical signs before the allotted 
time. For example—If our first impression is 
that the patient will not take more than a 
lobectomy and after the usual preparation, even 
though we feel he may take the entire thyroid- 
ectomy it is much safer for the patient and 
fewer post-operative complications will arise if 
we follow our first impression. 

Obviously if any complicating disease is 
present it must be controlled before attempting 
any surgical procedure. If the patient is fibril- 
lating he must be digitalized and controlled 
from the cardiac viewpoint. If kidney damage 
is present the function should be improved by 
intravenous glucose and dietary regulations and 
then minimum surgery must be carried out so 
that the kidney functions will not fail. If 
diabetes is present it must be controlled. If the 
patient presents edema due to lowering of the 
serum proteins with the reversal of the albumin 
and globulin ratio, repeated blood transfusions 
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are in order to control and regulate this condi- 
tion. As stated before the only cases refused 
operation are those with persistent delirium or 
persistent vomiting and diarrhea. 

I wish to mention here a certain group of 
patients that are extremely ‘‘bad risks’ and 
respond poorly to our pre-operative prepara- 
tions. This particular type you have all seen. 
It is the elderly individual with a long history 
of toxicity of the thyroid with some degree of 
hypertension, kidney and myocardial damage 
and who are still quite active hyperthyroids. 
A very helpful adjunct in this type of case is 
the giving of radiation to the thyroid gland 
along with iodine therapy to obtain remission. 
The patient may then be operated in the remis- 
sion after adequate preparation. 

In recapitulation it is necessary to point out 
the impossibilities of the setting up a routine 
which is applicable to the management of all 
cases of hyperthyroidism as each patient pre- 
sents a different problem. Some being com- 
plicated by old age, extreme youth, presence of 
heart disease, substernal goiter, thyroid crisis 
or the presence of other complicating organic 
diseases such as diabetes, hypertension and ar- 
teriosclerosis. In each group however there are 
common factors present such as the character 
and response of the patient’s pulse curve, pulse 
pressure curve, temperature curve, weight curve, 
the improvement of the clinical symptoms and 
increasing of the morale which when analyzed 
and dovetailed with our first clinical impres- 
sion will give us a very excellent idea of the 
opportune time for the operation and the type 
of operation. In cases of doubt do the minimum 
operation. 
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the Patient in the Treatment of 
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The wisest psychology will never replace quinine and 
mercury in the cure of certain diseases, nor can it obviate 
the necessity of operative procedure for a perforated ap- 


pendix.—C. F. Martin. 
—JKMS— 


Were it not for the poverty of the soil in defensive 
essences, the seeds of disease would never grow.—Leonard 
Williams. 


—JKMS— 


Weariness without cause indicates disease.—-Hippo- 
Crates, 


PRE-CANCEROUS DERMATOSES 
J. G. MISSILDINE, M.D., and 


J. V. VAN CLEVE, M.D. 
e Wichita, Kansas 


According to the cancer survey in Kansas by 
Dr. Frank L. Rector in 1932, the total number 
of adult patients admitted in that year to the 
forty-three hospitals surveyed was 48,815, of 
which 1,399 or 2.8 per cent were for cancer. 
Of this number 18.6 per cent of the cancer 
patients died in the hospital, while death from 
all admissions was but 5.4 per cent. These 
comparative figures tend to show that cancer 
patients are being seen too often in the late 
stages of the disease. This would lead one to 
believe that pre-cancerous lesions are being 
overlooked, or that treatment has been insuf- 
ficient. 


The term ‘‘pre-cancerous’’ is attached to a 
group of skin manifestations which, if followed 
to the end-product of their development may 
result in malignant degenerative tumors of the 


' skin. A great many lesions, such as verruca 


seborrheica and keratosis senilis, although clin- 
ically benign, already show malignant degener- 
ation of their cellular constitutents when we 
examine them under the microscope. Included 
in this group are keratosis senilis, verruca 
seborrheica, leukoplakia, radio-dermatitis, 
xeroderma pigmentosa, cornu cutaneum, the 
pre-cancerous melanoses, kraurosis valvae, and 
Bowen’s pre-cancerous dermatosis. With the 
exception of Bowen's disease all the above are 
truly pre-cancerous, Recent investigation tends 
to show that this disease starts as true cancer 
cells, and should be excluded from the pre- 
cancerous classification. Other investigators 
contend that many cases are on record in which 
malignant degeneration occurred only years 
after the first appearance of the disease, and 
that it should continue to be considered as pre- 
cancerous. 


As physicians, we are all constantly bom- 
barded with questions from patients in regard 
to potential malignancies they have, or think 
they have, and so it behooves us to be capable 
of recognizing and treating the numerous pre- 
cancerous dermatoses as well as those lesions 
which have undergone malignant: degeneration. 


THE PRE-CANCEROUS DERMATOSES 
1. Keratoses senilis: Hazen and others 
have estimated that about five per cent of senile 
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ig. 1. Seborrheic keratcses of chest and neck. Fig. 2. Cornu Cutaneum of the dorsum of hand. Fig. 3. Melano—Carcinoma 


Fi 
of Neck. Fig. 4. Kraurosis vulvae showing atrop 
dermatosis of the abdomen. 


keratoses undergo epitheliomatous changes. 
These lesions are most commonly seen on 
patients over forty years of age having a florid, 
ichthyotic skin, and constitute one of the factors 
that make up the clinical condition known as 
“old age atrophy of the skin.’’ They usually 
present themselves as hyperkeratotic, rough, 
hard, elevated patches with ill-defined borders, 
usually numerous and widely disseminated over 
the face and hands. With the appearance of an 
inflammatory border of the lesion, one should 
immediately suspect a malignant growth. 

Senile keratoses are easily and safely destroyed 
by electro-desiccation. By the surface appli- 
cation of the monopolar current, the lesions 
and a small margin of normal skin are desic- 
cated. Following removal of the desiccated 
tissue with a curet, the current is applied to the 
bed of the wound. This treatment is usually 
followed by one intensive treatment with 
roentgen rays or radium to insure a non-recur- 
rence. 

2. Seborrheic keratoses: This type is the 
most common of the keratoses. The lesions are 
sharply circumscribed elevations of the skin 


hy of the labia minora and leukoplakia. Fig. 5. Bowen’s precancerous 


from one to three centimeters in diameter, 
covered with irregular, furrowed masses of 
brown or .blackish horny material having a 
high sebaceous content. These masses can be 
easily curetted away, leaving behind an 0o0z- 
ing, hemorrhagic surface. These little tumors 


“occur most often on the back, breast, or face in 


persons over forty years of age and when they 
become malignant, usually give rise to the 
basal cell type of epithelioma. Treatment is 
the same as described under senile keratosis ex- 
cept that irradiation is not so drastic or essential. 

3. Leukoplakia: Irregularly shaped white 
or milky patches and streaks are frequently seen 
on the lips, buccal mucosa, and on the tongue. 
They appear to be very similar in origin, course 
and sequelae to keratoses of the skin. They 
may develop considerable thickening, warty 
excrescences, fissures and cancers. Although the 
cause is not clearly established, irritation of 
long standing is, without doubt, an exciting 
factor. The use of tobacco and alcohol, diges- 
tive disturbances, dental caries, pyorrhea, in- 
fected salivary glands, and syphilis have all 
been indicated as contributory causes. 
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Treatment of leukoplakia should first of all 
be directed toward obtaining health of the 
mouth, gums and teeth. There is no agreement 
on the treatment of the lesions themselves, but 
the use of the radium plaque and the destruction 
of the lesions with electric desiccation are the 
two most favored methods. 

4. Radio-dermatitis: This condition may 
be produced either by one massive overdose or 
by the cumulative effect of repeated small 
doses of roentgen rays or radium. The sequelae 
usually appear in the following order: Pig- 
mentation, telangiectasia, keratoses, ulceration, 
and, in occasional cases, carcinoma which de- 
velop in the ulcer bed. The treatment of 
choice is complete surgical removal. Keratoses 
should be destroyed by some form of high 
frequency current, preferably electro-coagu- 
lation. If the area is large, removal should be 
followed by a full thickness skin graft. 

5. Xeroderma pigmentosa: This rare af- 
fection begins in the first or second years of 
life as erythematous areas on the uncovered 
portions of the body, but particularly on the 
face, and is due to a congenital hypersuscepti- 
bility to ultra-violet light, probably owing to 
some deficiency of the protective mechanism. 
These erythematous areas enlarge and become 
pigmented, and due to coalescence of the 
freckle-like lesions, the entire face is dappled 
with pigmented spots of various tints of brown, 
mingled with white atrophic patches and telan- 
giectases. Keratoses and vascular epithelial 
nepolasms complete the picture. No treatment 
is curative. The symptoms of the disorder may 
be ameliorated by the avoidance of exposure to 
sunlight and by the proper and early treatment 
of the skin growths as they develop. 

6. Cornu Cutaneum: These are peculiar 
horny growths which are characterized by ex- 
cessive and progressive keratoses. They are most 
frequently found on the face and scalp and less 
often on the buttocks, penis, scrotum, and nails. 
The surface shows fine linear markings cor- 
responding to the spiral windings of the horny 
layers. In patients over fifty years of age, where 
irritation has taken place, the warty base may 
assume malignant changes. The treatment con- 
sists of removing the horn surgically for biopsy, 
followed by thorough desiccation of the base. 
The histo-pathological findings will determine 
whether or not irradiation is indicated. 

7. Pre-cancerous melanoses: Although any 
mole may be the site of malignant change, 
usually only certain clinical types are apt to 


develop into melano-carcinomas. This type is 
the bluish black or slate black mole, which as a 
rule is non-hairy. When flat it has been 
called ‘‘malignant lentigo.” In the mole which 
is a potential melano-carcinoma, both the pig- 
mented and non-pigmented naevus cells are of 
ectodermal origin. This type of cancer often 
rapidly metastasizes and the disseminated 
tumors, while usually pigmented may be with- 
out pigmentation. 

The treatment of the slate black or blue 
black moles requires serious consideration. They 
are always a potential source of danger, and the 
prognosis even with the most radical therapy 
is uncertain. We are of the opinion that if they 
are located in areas not subject to irritation and 
if they show no signs of growth, it is safer to 
leave them untreated. When removal is indi- 
cated, wide excision should be made by means 
of the high frequency knife extending deeply 
in the fat to the muscle and fascia, and re- 
moving this tissue without manipulation of 
the mole. Any attempt at conservative treat- 
ment in these cases usually leads to metastatic 
melano-carcinomas. Irradiation alone is contra- 
indicated and should be used only following 
thorough surgical removal. 

8. Kraurosis vulvae: This is an atrophic 
condition of the external female genitals leading 
to a shriveling of the parts and leukoplakic 
patches on the mucosa. The condition usually 
occurs in persons past middle age, and is ac- 
companied by intense local pruritis. Atrophy 
of the labia minora is one of the first signs, 
following which the clitoris and vagina be- 
come shrunken and devitalized. The process 
may extend to involve the perineum and gluteal 
creases. The areas become excoriated, eczema- 
tous and nodular, and not infrequently become 
the site of carcinoma. In early cases fractional 
doses of x-ray are generally effective, but in 
the more advanced ones complete surgical ex- 
cision of the parts, followed by plastic work 
necessary for good genital drainage, is the 
method of choice. 

9. Bowen’s pre-cancerous dermatosis: A 
chronic affection characterized clinically by the. 
formation of single or multiple, papulo~ 
squamous, eroded or crusty, hyperkeratotic, 
tumor-like lesions of the skin. Exceptionally 
the lesions may take the form of the flat, 
plateau-like cellylar infiltrations of a true 
papillomatous form. The diseases usually oc- 
curs after forty-five years of age, and as many 
as twenty years may pass before the lesions 
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cause any particular annoyance. Many in- 
vestigaters consider it in reality a histological 
entity which should be classified as an intra- 
epidermal carcinoma. The lesions either re- 
main in the epidermis indefinitely or break 
through the corium, becoming prickle cell 
carcinomas. 

Early surgical removal by the high frequency 
knife or thorough fulgeration is advisable, fol- 
lowed by massive doses of roentgen rays or 
radium. This type is very resistant to radio 
therapy and small doses only tend to stimulate 
and produce a further radio-resistance. 


COMMENT 


Cancer mortality has been considerably re- 
duced by educational propaganda aimed at both 
the lay and medical publics. It is well known 
that most custaneous neoplasms develop on an 
antecedent lesion or defect. The point to be 
emphasized here is that early recognition and 
proper treatment of pre-cancerous lesions will 
substantially reduce the incidence of this dreaded 
disease. Obviously, it is difficult and often im- 
possible to detect such lesions of the viscera, 
but those of the skin or orificial mucosa can 
be easily recognized and most of them can be 
successfully treated. 


A NEW DEPARTURE IN THE TREAT- 
MENT OF THE TYPHOID GROUP 
INFECTIONS 
MILTON O. NYBERG, M. D. 

Wichita, Kansas 


‘The typhoid group of organisms are sus- 
ceptible to mercurial antiseptics. Typhoid, 
para-typhoid ‘‘A’’, para-typhoid “B’’, and 
colon bacilli lose their motility and become in- 
activated in rather high dilutions of bichloride 
of mercury and cyanide of mercury. 

Since the advent of mercurial salts of anti- 
septic value, which are well tolerated by living 
animal tissue, I have been interested in the 
treatment of systemic infections of various sorts 
with some of these drugs. 

Thereis a wide variance in the susceptibility 
of various organisms to a given antiseptic. 
During the years, 1921, 1922, and 1923, I 
experimented with mercurochrome ‘‘220’’ in 
the treatment of gonorrhea in men and women. 
All types of cases were treated, including 


urethritis, vaginitis, prostatitis, epididymitis, 
salpingitis, endocervicitis, and even gonorrheal 
arthritis, with varying dilutions of the drug, 
varying from one per cent to five per cent. It 
was rather remarkable how well the tissues 
tolerated mercurochrome ‘‘220’’. 

Using broth cultures of typhoid, para-ty- 
phoid ‘‘A’”’ and “B” and colon bacilli, it was 
found that these organisms lost their motility 
and died when dilute aqueous solution of mer- 
curochrome “‘220”’ was added to the cultures. 
This suggested to my mind that actual cases 
of typhoid and para-typhoid “‘A’’ and “B” 
could be safely treated by intravenous injec- 
tion of mercurochrome ‘‘220’’. 

While typhoid infections are much more 
rare than in the old days before preventive 
medicine practically halted them, there is still 
a mortality rate that can be much improved. 

The technique I have used in the treat- 
ment of any of the typhoid group is as follows: 
When the diagnosis of typhoid, para-typhoid 
“A” or “B”’ is established, give the patient ten 
cc. of one per cent solution of mercurochrome 
administered very slowly,  intra- 
venously. 

Give one three gr. enteric coated tablet of 
mercurochrome ‘'220’’ every four hours, per 
orum. 

Eight hours following the intravenous in- 
jection of mercurochrome ‘‘220’, 1200 cc. of 
normal saline is given intravenously. The saline 
solution is given very slowly. Never less than 
one hour should be consumed in administering 
this amount of normal saline intravenously. 

We repeat this treatment daily for three days 
and continue the mercurochrome enteric coated 
tablets two weeks longer before stool cultures 
are made; the tablets are continued longer if 
stools remain positive for typhoid or para- 
typhoid organisms. 


REPORT OF TWO CASES 


Case No. 1. C. S., female, age: fifty-five, 
widow; occupation, practical nurse in tuber- 
culosis sanatorium; had had previous attacks 
of appendicitis; has one grown child. 

Patient went to Texas on vacation, and was 
gone two weeks. She returned to work but did 
not feel well. Had pain in right lower quadrant 
and some nausea, some tenderness over appen- 
dix. Temperature 100 degrees F. to 101 degrees 
F. She was sent to the hospital and the blood 
and urine examined. Leukocyte count, 6,000; 
urine negative. The attending surgeon removed 


a 
n 
f 
ti 
a 
P 
g 
g 
P 
n 
a 
J 
h 
d 
d 
d 
al 
fi 
t 
h 
4 
Pp 
h 
a 
n 
a 7 
f 
n 
4 
1 
n 
Se 
= 
p 
fe 
A d 
te 
f 


1 


MAY, 1936 191 


her appendix, which was injected and swollen, 
as were the small intestines. Peyer’s patches 
markedly inflamed and typical of typhoid in- 
fection; Widal reaction positive and stools con- 
tained typhoid bacilli. 

The patient had a very stormy time. Her 
abdominal wound became infected and drained 
profusely and she was seriously ill. She was 
given mercurochrome intravenously and 1,000 
cc. normal saline solution subcutaneously. This 
was repeated once. Abdominal wound was irri- 
gated with mercurochrome twice daily. She im- 
proved at once and made a complete recovery. 

Case No. II. Male, age thirty-five, married, 
no children; occupation, draftsman in local 
airplane factory. Patient had been away to 
Jefferson City, Missouri, helping take care of 
his father who had been ill with a peculiar 
disease, which was diagnosed, one day prior to 
death, as typhoid. 

Two weeks following his return, he sudden- 
ly became acutely ill. The patient was semi- 
delirious, and complained of severe headache 
and weariness, was restless and appeared toxic. 
Temperature, 103 degrees F.; pulse, seventy; 
abdomen distended; bowels constipated. With 
the history of having been in contact with his 
father who had recently died of supposedly 
typhoid fever, I immediately sent him to the 
hospital. Widal was positive for para-typhoid 

The following morning the patient’s tem- 
perature was 105 degrees F., pulse seventy, and 
he was unconscious and could not be roused. 
Mouth was dry, eyes remained partly open, 
and respiration slow and labored. Patient could 
not be given water, as he could not swallow. 
The situation appeared grave. 


Ten cc. of one per cent mercurochrome 
solution was administered intravenously, 
followed in eight hours by 1,200 cc. 
normal saline intravenously. The following 
morning the temperature had dropped from 
105 degrees F. to 100 degrees F. The patient 
Was conscious, would take liquids and nourish- 
ment. The same treatment was given on the 
second day. There was no reaction noted. The 
morning of the third day the patient’s tem- 
perature was ninety-nine degrees F. and he was 
feeling fine. Three grain enteric coated mer- 
curochrome tablets were given per mouth q. i. 
d. Solid food was permitted. The patient’s 
temperature and pulse were normal on the 
fourth day and remained so thereafter. 


The patient developed a toxic psychosis 
which persisted for several days but made a com- 
plete recovery within a week. There were no un- 
toward results from the treatment whatever. 


I am hopeful that this treatment will be 
tried in a large series of cases, as I believe it is 
of value in the early treatment of the typhoid 
group. There is some danger that larger doses 
of mercurochrome ‘‘220” administered during 
the second or third week of typhoid fever, 
might produce hemorrhage from Peyer's patch- 
es; however, hemorrhages may occur without 
its use. I would not hesitate to use the treat- 
ment in the second or third week. 


MALIGNANT THYROID ADENOMA IN | 
THE LUNG CAUSING EMPYEMA* 


J. E. WOLFE, M.D. 
Wichita, Kansas 


Mrs. M. H., age thirty-eight, made an office 
call November 8, 1934. She complained of 
cough and expectoration of blood-tinged 
sputum. No tubercle bacilli were found. In 
February 1935, the patient had a cold and sore 
throat. She thought there was something 
wrong with her heart. Pulse rate was seventy- 
eight, after exercise there was some shortness 
of breath. No murmurs and no irregularity of 
rhythm were noted. Eight months later the 
patient showed a text book picture of clubbed 
fingers and a diagnosis of bronchiectasis was 
made. There was a board-like flatness over the 
lower lobe of the left lung. The cough had 
taken on the brassy characteristics of aneurysmal 
cough suggesting the possibility of mediastinal 
tumor. The Wassermann test on serum was 
negative. The x-ray picture showed what ap- 
peared to be some fibrosis in the pleuro-costal 
angle. The heart did not appear abnormal ex- 
cept for a slight bulging of the upper left border 
suggesting a tumor behind the heart. The 
aortic arch appeared normal. A slight fibrosis 
showed around the right hilus. 


From July to October 1935, the patient had 
lost eleven pounds. She complained of severe 
pain in the left side of her chest and was spit- 
ting up a large amount of greenish sputum. 
The temperature during the past week had been 
normal except one day when it rose to 100. 


*Presented at the December 9, 1935, Staff Meeting of St. 
Francis Hospital, Wichita, Kansas, 
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On October 17, the patient complained that 
she could not lean back against a chair without 
feeling the pulsation of her heart beat against 
her back. She had trouble in swallowing fresh 
bread, while dry or finely divided food could 
be swallowed without effort. In November, 
pain in the mediastinum and left chest became 
so severe that the patient was no longer able to 
come to the office. She had a few attacks re- 
sembling paroxysmal tachycardia and the cough 
and the flatness in the left chest peristed. X- 
rays were made on November 27 which showed 
the left side of the chest opaque. The patient’s 
white blood count on this date was 32,000. 
The left pleural cavity was aspirated and a few 
drops of very thick pus were obtained. A 
diagnosis of empyema was made and the 
patient was sent to the hospital for 
thoracotomy. When the first x-ray was made, 
the patient’s husband had been warned that 
there was some possibility of mediastinal 
tumor. The father of the patient had died 
from some type of mediastinal malignancy. 

Two weeks before the patient entered the 
hospital, expectoration had ceased and there 
Was severe pain associated with fever, nausea 
and vomiting. It is quite likely that at this 
time a perforation of a bronchus into the left 
pleural cavity occurred, causing empyema. 
Perforation was proved by the expectoration of 
Dakin’s solution used after thoracotomy for 
irrigation of the pleural cavity. 

At the time of the thoracotomy, some thick 
pus and a large amount of thick, tissue like 
material was obtained. Because of the constant 
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fear of carcinoma, some of this tissue was sent 
to the jaboratory for examination. The two 
pieces from the pleural cavity were six centi- 
meters and 1.5 centimeters long respectively, 
They had the appearance of brain tissue. Paraf- 
fin sections showed an atypical glandular 
structure. There were small acini filled with 
eosin-stained colloid and lined with cuboid and 
columnar cells. The epithelial cells varied 
somewhat in size and staining quality and few 
mitotic figures were found. At the surface of 
both specimens necrosis of tumor tissue with 
leucocytic infiltration was noticed. 

Histologic diagnosis: Malignant thyroid 
adenoma. 

Examination of the patient’s neck did not 
reveal any swelling or tumor of the thyroid 
gland. While clinical examination cannot ex- 
clude definitely a small primary tumor in the 
thyroid, it seems more likely in our case that 
the tumor originated in an aberrant mediastinal 
thyroid. Various writers point out, that aber- 
rant thyroid tissue has a greater tendency to 
become malignant than does the thyroid gland 
in normal location. Epithelial malignancies 
occur in about one to three per cent of goiter 
patients. According to Crile, Dinsmore, 
Graham and Hertzler ninety per cent of malig- 
nant goiter develop in fetal adenomas. Meta- 
stases in lung and pleura are less common than 
those in bone. 

The treatment of metastatic thyroid carci- 
noma in lung and pleura can hardly be anything 
but symptomatic. The prognosis in our case 
seemed so hopeless that we did not advise x-ray 


| 

a Fig. 1. Microscopic section of tissue removed from left Fig. 2. X-ray, made dismissal The | 
ploural cavity. ‘The tumor le composed of small acini, filled part of the left chest ie cloudy. ‘The mottling in the Upper 
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therapy. Probably the most important problem 
in this case is the prevention of the family from 
sacrificing their finances completely by patro- 
nizing cancer quacks. 


A CONGENITAL HEART DEFORMITY* 
J. G. EVANS, M.D. 
Kansas City, Kansas 


Patient was a white man, age twenty-one, 
who entered the Lutheran Hospital with chief 
complaint of cold, headaches, dizziness, and 
tingling of arm and feet, of four days duration. 


FAMILY HISTORY 
No history of tuberculosis, Bright’s Disease, 
venereal diseases, insanity, alcholism, hyper- 
tension or any anomalous condition could be 
elicited. No cardiac involvement of any type 


existed in the family. Mother and father are. 


both living and well. Patient was the only 
child in the family. 


PAST HISTORY 


Patient was cyanotic since birth and he 
managed to survive the usual childhood di- 
seases with no complications. He gave no his- 
tory of ever having had rheumatism or chorea. 
As a child he enjoyed the usual childhoed 
games without any great mental or physical 
effort. He attended the neighborhood school 
and took an interest in his surroundings and 
the persons about him. The patient was am- 
bitious, energetic and passed through grade 
school and high school with ease. His scholas- 
tic standing was that above the average student. 
His object in life was to be a druggist. He en- 


- tolled in a local College of Pharmacy and suc- 


cessfully passed all requirements without any 
difficulties. He received his Ph.G. degree and 
immediately sought a position as a registered 
druggist. Unfortunately, the patient was un- 
able to find employment because at each place 
he applied he was rejected due to the blueness 
of his lips, skin and finger nails. Still the pati- 
ent was not discouraged but was determined 
to realize his ambition of being a proprietor of 
a drug store. Prior to his death the patient 
asked his father for a loan so that he could start 
a pharmacy of his own. Two weeks previous 
to his illness the patient with four or five com- 
panions went to Columbia to see a basketball 


*Presented before the St. Louis Medical Society, February 
4, 1985, St. Louis, Missouri. 


game. The party was out all night and drinks 
were passed. The patient became short of breath 
and his companions placed him near a window 
after which he recovered almost immediately. 


PRESENT ILLNESS 


Patient was in fairly good health until ten 
days ago at which time he took cold and sought 
the advice of a chiropractor who gave him no 
relief of his symptoms which continued to be- 
come progressively worse. The present attend- 
ing physician first saw the patient about five 
hours prior to his death. The patient had 
spastic paralysis of both lower extremities, 
numbness and tingling of the left upper and 
both lower extremities for the past three days. 
Patient had been complaining of severe head- 
aches for the past four days and was in a coma- 
tose condition when first seen five hours previ- 
ous to his death. 


PHYSICAL EXAMINATION 


On physical examination we found a white 
male, twenty-one years of age, weighing about 
110 Ibs. and measuring five feet three inches. 
Patient was in a poor state of nutrition and 
poorly developed muscularly. He was a pyknot- 
ic stature and slightly underweight. He did not 
respond to questions asked and was not orien- 
tated as to time, place or person. The body was 
in an opisthotonos position with the eyeballs 
rolled up. Pupils were dilated and irregular. 
The vermillion border of the lips was markedly 
cyanotic dry and scaly. Brudzinski was posi- 
tive, Kernig was positive, ankle clonus was bi- 
laterally positive. Knee kicks were both hyperac- 
tive. Skin, finger and toe nails were markedly 
cyanotic. Toes and fingers were distinctly 
clubbed. Finger and toe nails were soft, elong- 
ated and curved. T. 100 degrees (R) Pulse 80; 
Resp. 20; BP. 110/90. Pulse was regular and 
of good volume. A systolic thrill was palpable 
over fourth interspace to the left of sternum. 
A loud systolic mummur was audible left of 
sternum from the second to the fourth inter- 
costal space (Roger’s Murmur). The second 
pulmonic sound was weak. No murmur was 
audible to the right of sternum. P. M. I. was 
in the sixth right intercostal space edge of 
sternum. A soft blowing murmur was heard 
along carotids. Abdomen was negative. 


LABORATORY 


Spinal fluid was negative. No urinalysis, 
Hb, RBC or WBC was made because the pati- 
(Continued on page 207) 
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PRESIDENT’S PAGE 


To the Members of The Kansas Medical Society: 


If your President might express his strongest wish, 
it would be for every Kansas member to take fullest 
advantage of the many scientific opportunities avail- 
able to him at the Kansas City meeting of the 
American Medical Association. 


If you have neglected to comply with the fellow- 
ship requirement for registration, you may still do so 
by filing an application when you arrive at the meet- 
ing. 


If you have overlooked forwarding your 1936 
Society remittance, have your secretary telegraph the 
central office that it has been received. They will 
arrange by telephone to have your registration 
honored. 


If you do not have hotel reservations, rest assured 
that the local committee will assist you in finding 
some kind of suitable accommodations, 


If you have made all arrangements, let nothing 
keep you away. 


H. L. SYNDER, M.D. 
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EDITORIAL 


THE A. M. A. MEETING 


All indications are that Kansas will establish 
an excellent registration record at the American 
Medical Association meeting to be held in 
Kansas City, Missouri, on May 11-15. 


Present membership of the Society is 254 
more than at the same time in 1934 and 140 
greater than at the same time in 1935; reports 
from A. M. A. show that Kansas fellowship 
applications have substantially increased, and 
other interest in the meeting is evidenced in 
all parts of the state. 


In our opinion, this interest is a worth- 
while tribute to the desire of the Kansas pro- 
fession for scientific advancement. No profes- 
sional gathering is able to offer more in that 
direction than the meetings of the national 
organization, and Kansas apparently intends to 
give fullest response to the opportunity af- 
forded by the accessible location of this year’s 
meeting. 

If you have not as yet completed plans to 


attend, we believe your decision to do so will 
be amply repaid. 


THE NEW SURGEON-GENERAL 

Dr. Thomas Parran, Jr., who became Sur- 
geon-General of the United States Public 
Health Service on April 6, as the successor 
of Dr. Hugh S. Cummings, is a popular choice 
among Public Health officials. His record as 
an aggressive sanitarian won the recognition 
of President Roosevelt when he was Governor 
of New York and his work in that state has 
been rewarded by the national appointment. 

“Time”, for April 6 reports that the new 
Surgeon-General wants socialized medicine, 
with free drugs and hospital service for every 


195 


inhabitant of the United States who cannot 
afford them. 


The Public Health Service is a minor depart- 
ment of Government organized under the 
Treasury Department. ‘‘Public Health assayed 
on the scales of finance,’’ as Dr. James War- 
basse has commented, will be found a difficult 
place for a young man with the ideal in mind 
to extend medical service to all those who are 
unable to pay for it. It is our prediction that 
Dr. Thomas Parran, Jr., with responsibilities 
to the experienced politicians surrounding him, 
will not spend government money on furnish- 
ing medicine, hospital and medical service to 
the indigent of the country. 


LYMPHOPATHIA VENEREA 


Dr. Collier F. Martin, in the February issue 
of The American Journal of Digestive Dis- 
eases and Nutrition, relates an unusual ex- 
perience covering thirty years in the rectal 
clinics of Philadelphia. He states that during 
all this time many cases of rectal stricture were 
observed which in the earlier years were as- 
cribed to syphilis, gonorrhea, colitis, and those 
of unknown origin. It was recognized that 
the majority of these strictures were in the 
female and that negroes were particularly sus- 
ceptible. It was not until 1932 that he began 


‘to think of these cases, with their curious 


sequelae, as due to the disease then called 
Lymphogranuloma Inguinalis Because 
Lymphogranuloma Inguinalis was so fre- 
quently confused with Granuloma Inguinalis, 
Wolf and Sulzberger, about that time, sug- 
gested the term, Lymphopathia Venerea as in- 
dicating more acurately the type of pathology. 
The condition is identified as a venereal disease 
by the primary genital lesion associated with 
inguinal adenitis. Associated with this are the 
inflammatory conditions of the anus and rec- 
tum, often multiple anorectal fistulae, recto- 
vaginal fistulae and the formation of stricture 
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of the rectum, more frequently encountered in 
the female. Genito-rectal elephantiasis and 
esthiomene are of frequent occurrence in both 
male and female. In 1925 Frei developed a 
skin test which is believed to be specific. Martin 
has been able to obtain positive reactions in 
96.7 per cent of cases. The susceptibility of 
negroes raises the question whether this is due 


to the co-existence of other venereal diseases so 
commonly observed in negroes or to the racial 


difference described by Rosser as the fibro- 
plastic diathesis. Certainly the tendency toward 
keloid changes in the skin and massive develop- 
ments of granulomatous tissue which predomi- 
nate in negro patients suggests a relationship. 

There has been no effective treatment for 
this disease. Because of its chronicity and dis- 
abling effects and because the vast majority of 
cases are found among the poor the care of 
these patients is a serious economic problem in 
communities where it is prevalent. 

With the increased interest in Lymphopathia 
Venerea among physicians of this country we 
may expect a great increase in the number of 
cases reported. The Journal should be glad to 
receive case reports from Kansas physicians who 
are having under their observation patients af- 
flicted with this disease. 


MEDICAL SCHOOL CLINIC 


DRAINAGE OF APPENDICEAL AB- 
SCESS THROUGH THE VAGINA 


MAURICE A. WALKER, M.D.* 


Kansas City, Kansas 


A girl, aged twenty-three years, was ad- 
mitted to St. Margaret’s Hospital on October 
24, 1935. Her history and physical findings 
were typical of acute appendicitis with perfora- 
tion and abscess formation. On October 16, 
she had had cramping pains in the epigastric 


*Department of Surgery, University of Kansas School of 
edicine. 


and umbilical regions which ceased within 
twelve hours. An aching pain with pronounced 
tenderness then developed in the right lower 
quadrant of the abdomen. She had vomited 
once, on the first day of her illness. Treatment 
at home had consisted of the application of 
heat to her abdomen, restriction of fluids, and 
the use of laxatives twice daily; magnesium 
sulphate each morning, and two Hinkle’s pills 
each evening. Under this regime the tenderness 
in the right lower abdomen continued, and her 
abdomen gradually became distended. She did 
not vomit again. On the day she entered the 
hospital, she had a chill, and her mother no- 
ticed that she had a high fever. 


When examined, her temperature was 103.2 
F., and pulse rate, 126. Her lips and tongue 
were dry. Her abdomen was moderately dis- 
tended. The entire right lower quadrant was 
occupied by a tender doughy mass, which could 
also be felt from the rectum, high above 
the fundus of the uterus. There were 28,500 
leukocytes in each cubic millimeter of blood; 
of one hundred counted, ninety-six were poly- 
morphonuclears, and four were small lympho- 
cytes. 


. Treatment consisted of restoring fluids to 
her body subcutaneously and intravenously, 
and in attempting to aid in the localization of 
the inflammation by the application of stupes 
to the abdomen and by maintenance of a semi- 
erect posture in bed. Her temperature ranged 
between 99.0 and 103.0 F., with the pulse 
rate between 96 and 128 for five days. Then 
the mass could be definitely outlined as a round 
fluctuant tumor, extending upward in the right 
lower quadrant of the abdomen to the level of 
the umbilicus, and protruding into the cul-de- 
sac, pushing the cervix forward. The wall of 
the vagina was edematous in the posterior 
fornix. 


On October 29, using spinal anesthesia, an 
incision was made through the posterior wall 
of the vagina, releasing about 1500 c.c. of foul- 
smelling yellow pus. A large rubber tube was 
inserted into the abscess cavity. During the 
next few days, the temperature and pulse rate 
decreased, and the mass gradually became small- 
er. The tube was removed on the eighth day, 
and she was allowed out of bed. She left the 
hospital on November 9, eleven days after in- 
cision of the abscess. She was examined again 
on February 15, 1936. She had had no more 
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fever or abdominal pain or cramps, and had 
regained most of the weight lost during her ill- 
ness. There was no abdominal tenderness. By 
abdomino-rectal palpation, some induration 
could be felt in the region of the right broad 
ligament. 


COMMENT 


During the past few years, various reviews 
of mortality rates from appendicitis have 
aroused considerable discussion as to when to 
operate in this condition. Little has been said 
or written about how to operate. It is certain 
that, after an abscess has formed, any procedure 
for draining it is decidedly less dangerous if 
contamination of the general peritoneal cavity 
can be avoided. Incision through the posterior 
wall of the vagina is commonly done for ab- 
scesses that follow infections of the adnexae 
and for pelvic abscesses that develop after op- 
erations for acute appendicitis. The case re- 
ported illustrates the occasional possibility of 
safely draining a primary appendiceal abscess 
by this route, with recovery from all symptoms 
following this simple procedure. 


LABORATORY 


Edited by J. L. Lattimore, M.D. 


THE RELATIVE IMPORTANCE OF 
BACILLARY DYSENTERY AS A 
CAUSE OF DIARRHEA 
RAYMOND E. LEACH, A.B., and 
ROSS L. LAYBOURN, M.S.* 

Topeka, Kansas 


The typhoid bacillus has been given a prom- 
inent place as an etiological factor in intestinal 
disturbances, but there has been a tendency to 


group all gastro-intestinal infections that can 


not be diagnosed as typhoid or paratyphoid 
fever into a group indefinitely designated as 
colitis, gastro-enteritis, ‘‘intestinal flu’ and 
“summer complaint’ without consideration of 
the possibility of bacillary dysentery infections. 
This tendency may be due to the fact that the 
long complicated process necessary for the iso- 
lation and classification of dysentery bacilli 
frequently consumes a longer period of time 
than the course of the disease. For this reason 


*The Public Health Laboratory of the Kansas S.ate Board 
of Health. 


the Public Health Laboratory has adopted the 
policy of reporting these organisms as mem- 
bers of the general dysentery group, (gram 
negative, non-motile rods fermenting dextrose 
without the production of gas) as soon as they 
can be classified in one of three main groups 
similar to the English classification. These 
groups are: I. Shiga, which includes the types 
Shiga and Schmitz’s bacillus; II. Flexner, 
which includes the types Hiss, Harris, Strong, 
Flexner, and the types which the English bac- 
teriologists designate as V, W, X, Y, and Z; 
III. Sonne, which includes the lactose ferment- 
ing types Sonne and Dispar. The use of poly- 
valent, group agglutinating serum and special 
carbohydrate media makes it possible to place 
the organism in one of these three groups in 
about the same time required for isolation and 
identification of the typhoid bacillus. 


Symptoms of bacillary dysentery may vary 
from slight abdominal disturbances of short 
duration to severe intestinal pains, diarrhea, 
fever, nausea, and prostration, which may be- 
come chronic or terminate in death. Certain of 
the dysentery types are considered more viru- 
lent than others, and there is also great varia- 
tion in individual susceptibility. Shiga, Sonne, 
and Flexner are the most virulent while 
Schmitz’s bacillus is variable, (1) and Dispar 
and Alkalescens are considered of questionable 
pathogenicity. There are probably at least for- 
ty-five different strains of dysentery bacilli, 
some of which will not agglutinate with stand- 
ard type sera. This reduces the reliability of 
the agglutination test as a diagnostic aid since 
a negative agglutination may be obtained in an 
actual case of bacillary dysentery if the labora- 
tory does not include in its test antigen a strain 
similar to the one causing the infection. A num- 
ber of writers have reported agglutination for 
dysentery bacilli by the serum of apparently 
normal individuals which will also render this 
test of little diagnostic value, but it is possible 
that these reactions have significance, because 
they may be persistent convalescent reactions 
following a mild case of bacillary dysentery. 
The most valuable use of the agglutination test 
is in determining the etiological significance of 
a specific organism isolated from the stool by 
agglutinating it against the patient’s serum. 


The presence of blood and mucus in the stool 
is very suggestive of bacillary dysentery, and 
stool cultures taken as early as possible in the 
course of the disease are the most satisfactory 
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laboratory aid in diagnosis. Even under ideal 
conditions their relative efficiency probably 
does not exceed seventy-five per cent and re- 
peated cultures should be made when the or- 
ganism is not found. The importance of prop- 
erly collected specimens can not be overempha- 
sized, because those that are to be mailed into 
the laboratory will have little chance of show- 
ing the presence of dysentery bacilli unless a 
proper preservative is used. The solution used 
in the containers furnished by the Public Health 
Laboratory consists of thirty per cent glycerine 
in physiological saline to which .5 per cent of 
lithium chloride has been added. This solu- 
tion will inhibit the growth of the normal in- 
testinal flora, and enable a small number of 
other organisms to multiply until they are 
present in sufficient concentration to be demon- 
strated. 

The following laboratory results substanti- 
ate the conclusion that bacillary dysentery 
rivals typhoid in importance in Kansas. Dur- 
ing the period between July 1, 1935, and De- 
cember 31, 1935, a total of 1,555 stool speci- 
mens were examined in the Public Health 
Laboratory. The typhoid bacillus was isolated 
from 93 or 5.98 per cent of them, and 55 or 
3.53 per cent of them showed the presence of 
dysentery bacilli representing a dozen or more 
different sub-types. The ninety-three specimens 
that were positive for typhoid were from thir- 
ty-nine different individuals, while the fifty- 
five positive dysentery stools were from forty 
different individuals. Two of the typhoid car- 
riers were also carriers of dysentery bacilli. 

Due to the fact that the Public Health 
Laboratory does not have personal contact 
with many of the doctors it serves and they 
have frequently not given us the information 
requested, we are unable to present clinical 
findings from most of these cases. Some pati- 
ents did not recall any recent symptoms that 
might be ascribed to the dysentery bacillus. 
Such persons, who are dysentery carriers like 
our typhoid carriers, constitute a real menace 
to the public health. 


In a recent dysentery outbreak which was 
investigated by this laboratory, eleven deaths 
resulted from a total of thirty-three cases or a 
case fatality of about thirty-three per cent, 
while the usual case fatality of typhoid fever 
is about ten per cent. 

Although there has not been a great deal of 
work reported, it is possible that the laboratory 


will have an important role in the treatment of 
bacillary dysentery, for a few workers have re- 
ported excellent results from the administra- 
tion of specific bacterial therapy. (?) Drs. Sil- 
verman and Feemster report good results from 
the use of polyvalent dysentery serum, specific 
bacteriophage and autogenous vaccine, especial- 
ly the latter. 


CONCLUSIONS 


Bacillary dysentery is of sufficient import- 
ance to deserve more consideration than it has 
had in the past. 


The stool culture taken early in the course 
of the disease is the laboratory test of choice 
for diagnosis, but under ideal conditions it 
does not have a high, degree of efficiency so it 
should be repeated at frequent intervals. 


At the present time the extent of the know- 
ledge concerning these organisms is in a rather 
confused and chaotic condition, due to the mul- 
tiplicity of biological types which have not 
been satisfactorily classified, and for which 
there has not been complete agreement as to 
identity. For that reason it is to the mutual ad- 
vantage of all concerned for the physician and 
the laboratory to cooperate in every way possi- 
ble to secure more information concerning this 
group of organisms. 
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MEDICAL LITERATURE 


Edited by Will C. Menninger, M.D. 


EXTRASYSTOLES OF CLINICAL SIGNIFICANCE 


The clinical significance of extrasystoles is 
made the subject of a study by Boas and Levy 
who based their findings on 183 patients ex- 
hibiting extrasystoles who were seen in office 
practice. The authors conclude that extra- 
systoles may offer valuable evidence of myo- 
cardinal damage or strain and their discovery 
should always be followed by a careful cardi- 
ovascular examination and an attempt to deter- 
mine their cause. They commonly occur tempo- 
rarily as a result of tobacco, coffee, or digitalis 
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jntoxication, and their sudden appearance ac- 
companying an acute infection disease indicates 
that the heart muscle has been damaged by the 
toxins or virus of the disease. In patients with 
advanced heart disease, particularly with mitral 
stenosis, auricular extrasystoles are usually 
forerunners of auricular fibrillation. Multi- 
focal extrasystoles are usually accompanied by 
serious myocardial disease. Progressive vascular 
lesion is usually indicated by numerous extra- 
systoles occurring in patients with arterio- 
sclerosis of the coronary arteries. Short runs 
of extrasystoles or multifocal extrasystoles in 
such patients may be followed by sudden death 
due apparently to ventricular fibrillation. The 
prophylactic use of quinidine sulphate is in- 
dicated in such cases. Extrasystoles occurring at 
heart rates above 110 usually indicate myo- 
cardial disease, and those occurring in patients 
with active Graves’ disease are usually accom- 
panied by cardiac lesion. Extrasystoles occur- 
ring without the above agsociations are with- 
out clinical significance. 


Boas, Ernst and Levy, Hyman: Extrasystoles of Clinical 
Significance, The American Heart Journal 11:264—-272, March 
1936. 


RECURRENCE OF PNEUMONIA IN CHILDREN 


Greene presents a study of eighty children 
observed at the Home for Hebrew infants dur- 
ing a period of eleven years, who had more 
than one attack each of pneumonia. The 
eighty children suffered 202 of 561 attacks of 
pneumonia which occurred during the entire 
period. Fifty-two children had two attacks, 
eighteen had three, seven had four, two had 
five, and one had six. The intervals between 
attacks varied from a few weeks to several 
months, altho 32.8 per cent of the cases recurred 
within eight weeks and fifty-eight per cent 
within sixteen weeks. Findings of other ob- 
servers as to the incidence of lobar and broncho- 
pneumonia were verified as 138 cases of lobar 
pneumonia and sixty cases of bronchopneu- 
monia were observed in this series. In the recur- 
tent attack, it was found that in sixty-seven per 
cent of the recurrence the character of the lesion 
was of the same nature as in the first attack. It 
has been said that the same lung is likely to be 
affected again and again, altho not necessarily 
in the same lobe. Greene’s figures show that in 
thirty-three of the cases of recurrent pneumonia, 
the lesion occurred on the same side, and in 
thirty-four on the side opposite that involved 


in the first attack. There was no correlation 
between the site of the initial involvement and 
that of the reinfection. Apparently there is no 
close similarity in duration between the dif- 
ferent attacks. The recurrence was of the same 
duration as the initial attack in twenty-six per 
cent of the cases. In thirty-one per cent the 
recurrent attack was longer, and in forty-three 
per cent it was shorter than the primary attack. 
The mode of termination in the recurrent attack 
was similar to that of the primary attack, re- 
gardless of type, in sixty-three per cent of the 
cases. The mortality rate in this series was re- 
markably low, being 3.5 per cent as compared 
with 16.7 for the group of primary pneumonia. 
After all corrections for possible error had been 
made, the rate for recurrent pneumonia was 
still only one-third as large as that for primary 
pneumonia. Altho allowance must be made 
for the small number of deaths within the 
fourth, fifth, and sixth attacks, the tendency 
was for the mortality rate to become less and 
less with each attack. It is concluded that one 
attack of pneumonia does not confer perma- 
nently increased resistance against a subsequent 
pulmonary infection, but that it does confer 
increased power on the part of the host to 
mitigate the severity of the succeeding attacks 
as gaged by the mortality rate. While there is 
no definite evidence of the nature of the resist- 
ance to the invading micro-organism, it would 
seem that there must be some degree of acquired 
immunity. 

Greene, David: Recurrence of Pneumonia in Infancy and 
Early Childhood with Special Reference to Prognosis. Am 


= al of Diseases of Children 51:284—296, February 


PNEUMOCOCCUS TYPE III PNEUMONIA 


A continuation of previously published 
studies on the various types of pneumonia is 
made by Cecil et al. The study is based on 
4310 cases of pneumonia of all types seen at 
the Bellevue Hospital and 765 cases of Type 
III seen at Bellevue and three other hospitals. 
The following conclusions are reached: (1) 
Pneumoccus Type III ranks third as an excit- 
ing factor in pneumonia, causing 11.8 per cent 
of all pneumococcal pneumonia; (2) Its in- 
cidence increases with age, being responsible, 
in the present series, for 32.8 per cent of all 
pneumococcal pneumonias that occurred after 
the age of 60; (3) It is relatively commoner in 
women than in men; (4) It is very prone to 
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occur in individuals already the victim of some 
chronic disease. Of 500 cases, 49.9 per cent 
were afflicted with some chronic malady; (5) 
Bacteremia was noted in 29.4 per cent of these 
patients who were subjected to blood cultures; 
(6) The death rate for the entire series was 
42.2 per cent, but at the Bellevue Hospital it 
ranked second in severity, being surpassed only 
by pneumococcus Type II; (7) The death rate 
is affected by age and the incidence of chronic 
systemic disease; and (8) At the present time, 
there is no satisfactory serum therapy for pneu- 
mococcus Type III pneumonia. The most 
promising specific treatment seems to be the 
enzyme of Avery which destroys the specific 
carbohydrate in the capsule of pneumococcus 
Type III and which has shown curative pro- 
perties in animals infected experimentally. 
Cecil, Russel L., Plummer, Norman, and McCall, Marsh: 
Pneumococcus Type III Pneumonia: An Analysis of 500 


Cases. American Journal of the Medical Sciences 181:305- 
319, March 1936. 


DIAGNOSTIC PROCEDURE IN COMA 


The importance of a rigid routine procedure 
for diagnosis of patients admitted to the hos- 
pital in coma is emphasized by Solomon and 
Aring. The following procedure is recom- 
mended: History taking for evidence of past 
illness; a complete physical examination includ- 
ing examination of the eye grounds and tests 
for stiff neck; roentgen ray examination in 
all cases of head injury or possible pneumonia 
or cardiac decompensation; laboratory work 
such as gastric lavage, catheterization, and 
analysis of contents, routine blood count, blood 
culture in presence of infection, Wassermann 
and nonprotein nitrogen determinations, 
spectroscopy, icteric index, can den Bergh, 
electrocardiograph, and blood COz combining 
power when indicated, and lumbar puncture 
in all injuries (except during shock), cerebral 
vascular accidents, convulsion, in the presence 
of signs of increased intracranial pressure or 
meningeal imitation, and in all cases where the 
diagnosis is obscure. Since patients entering the 
hospital in coma are emergencies, rapidity and 
skill in diagnosis and treatment are stressed. 
In patients in shock, immediate shock treat- 
ment takes precedence over everything else. 


Solomon, Philip and Aring, Charles D.: Routine Diagnostic 
Procedure for the Patient who Enters the Hospital in 
Coma. American Journal of the Medical Sciences 191:357— 
861, March 1986. 
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MEDICAL ECONOMICS _ 


Edited by O. W. Davidson, M.D. 
of the Medical Economics Committee 


MEDICAL AND DENTAL PROBLEMS* 
O. W. DAVIDSON, M.D. 


Kansas City, Kansas 


Medical and dental economic problems are 
essentially the same. It is imperative that the 
members of our professions exchange infor- 
mation on these problems, and that we co- 
ordinate our action to the end that logical 
improvements will be made. We have not given 
too much attention to scientific advancements, 
but too little thought to the economic changes 
that concern us. 


The term physician or dentist throughout 
this discussion refers to the members of the 
American Medical and American Dental As- 
sociation. No individual or group of indi- 
viduals has a better right to speak for the legally 
qualified doctors of medicine and dentistry than 
these respective organizations. Any quack can 
use the term ‘‘doctor,’’ but the doctor of medi- 
cine and the doctor of dentistry alone are 
honored with the titles of M.D. and D.DS., 
respectively. Members of the medical and 
dental professions should distinguish themselves 
at all times by using these specific titles, rather 
than the common term “doctor.” 


We hold in our ranks the key to. successful 
health measures, and radical changes cannot be 
made by social or political propagandists un- 
less the desires of our members are divided. We 
should not idly stand by and allow the public 
to be infected by the Milbank, Rosenwald or 
Twentieth Century ideas of grandeur. We 
should exercise our powers of decision; think- 
ing not of ourselves, but for ourselves. 


The time has arrived when we should assert 
our rights and decide to continue dispensing 
our services by methods of our own choice. We 
should discontinue the use of statements given 
out by those interested in disrupting the tra- 
ditions of our professions. Greater joy could 
not be created in the camps of these self-ap- 
pointed directors of health than that which 
results from the use by our members of their 


*Read before the 65th annual session of the Kansas State 
Dental Association, April 28, 1936, at Salina, Kansas. 
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statistics, their arguments, and their assertions. 
It is ridiculous to say that state medicine is 
necessary, and cowardly to say that it is sure to 
come. Those who will gain by such a change, 
or those who are uninformed about the system 
make these assertions. 

Full credit is due those social service workers 
who endeavor to establish higher wages and 
better living standards, for they know that 
these things must be overcome if their work is 
to be successful. We do not accuse social service 
workers or any of the welfare agencies of try- 
ing to bring about changes in administration 
of health measures for direct gain to their 
organizations, but we can, and do question 
the motive of some of their supporters. These 
altruistic organizations are being used as an 
entering wedge for the establishment of 
measures that are unquestionably social—not 
medical. 

Some years ago the philanthropist was 
thought of as an individual who deserved a 
halo about his head. Some of them do, but 
we suspicion others as being influential in 
proposing radical, social, and economic changes. 
The lure of free medicial care is used to con- 
sole the underpaid employees of industry or 
the politician’s dissatisfied constituents. Health 
foundations seek to make a business of the 
practice of medicine and dentistry. Medicine 
and dentistry as a business would have to be 
concerned with assets and liabilities. Medical 
and dental services would vary in proportion to 
the profits from the business. _The practice of 
medicine and dentistry is an art, not a business, 
and monetary values can never be regulated ac- 
cording to the true worth of art. 

Economic problems are not confined to th 
medical and dental professions. The entire busil 
ness world has been and still is, floundering in 
the sea of economic distress. The business 
engineer has failed as yet to demonstrate his 
ability to solve the problems in his own field 
of experience; therefore we may be dubious, and 
rightfully so, of his ability to handle medical 
and dental problems. We were without many 
of our present economic problems until the 
crash of business produced such a volume of 
unemployment and lowered incomes. 

A survey of recovery methods indicate that 
symptomatic remedies have been used almost 
entirely, and that little effort for social justice 
has been aimed at the primary focus or cause 
of the condition. Social justice, to be social or 
just, should demand a wage that would provide 
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for proper food, clothing, and living *con- 
ditions. Such a humanitarian attempt to eradi- 
cate these conditions could be heralded as the 
true foundation of disease prevention. 

Our fore-fathers conceived the quaint notion 
that the people should support the government, 
and every child was inspired to independency 
by the words of Benjamin Franklin, ‘‘Early to 
bed and early to rise, makes a man healthy, 
wealthy, and wise.’’ Today, some have the 
notion that the government should support the 
people, and the present doctrine seems to be, 
“Late to bed and get up when you please, 
Uncle Sam cares for your health, and everyday 
needs.”’ 

This presentation is not for the purpose of 
picturing another group plan of medical and 
dental care; rather to stimulate and further 
the coordination of our efforts to the end that 
better results will be obtained with our present 
facilities. The injection at intervals of stories 
that remind you of similar experiences may 
serve to emphasize the importance of attention 
to things that are too frequently ignored. Any 
person resents being treated as ‘‘A’’ patient. He 
wants to be treated as ‘“The’’ patient. Failure 
to court this fact helps to produce a group of 
unsympathetic individuals that form a fertile 
field for exploitation by quacks, cultists, pro- 
pagandists, and unscrupulous politicians. 

A physician or dentist should hesitate to 
accept at face value any patient’s statement 
about another physician, dentist, or nurse. Such 
statements are usually distorted to suit the 
patient. Some patients are shoppers and the 
quoting of a fixed fee to such persons encourages 
them to find professional price-cutters. 

The practice of prescribing and recommend- 
ing highly advertised medicines, or the dispens- 
ing of medical samples, encourages many in- 
dividuals to experiment with self-diagnosis and 
personal therapy. The manufacturer keeps the 
public well informed about the symptoms and 
indications for his preparations; therefore, they 
do not hesitate to procure or recommend them 
to friends when they are assured that their 
physician and dentist prescribe these advertised 
preparations. Many physicians prescribe ac- 
cording to the instructions of the last detail 
man. Such a practice on the part of physician 
or dentist is disgraceful; it emits the aroma of 
indolence, and marks a decline in the art of 
prescription writing. It encourages the adver- 
tiser to say to the public, ‘“Your physician and 
dentist recommends this preparation.” 
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The physician or dentist frequently fails to 
evaluate the patient’s conclusions concerning 
health measures. We hear that the ‘‘mystery”’ 
of medicine has disappeared. A part of it has 
disappeared perhaps, but only in direct pro- 
portion to the increased intelligence of the pro- 
fession and laity. The increase in scientific 
knowledge has reduced the frequency with 
which mystery is applied. The necessity how- 
ever, for mystiscism has not completely disap- 
peared, neither has the public’s appreciation 
of it. We may choose to call it “applied 
psychology,’’ however all have gained if the 
addition of a little mystery produces satis- 
faction to the physician, dentist, and patient. 
It can be more easily applied and more readily 
understood, in many instances, than thorough 
scientific explanations, and if unassociated with 
gross deception it may be used with becoming 
dignity. It is an art to gratify without harm. 

Just recently a patient suffering with an in- 
fected finger, the result of a fish hook puncture, 
was attended by a physician. The condition 
was not serious at the time, and course of hot 
epsom salts packs were recommended. The 
patient was instructed to return if prompt im- 
provement was not obtained. Later he returned 
and stated that he did not feel obligated to pay 


the bill, since nothing was done for him, no 


medicine given, not even a bandage applied. 


The physician knew of course the potential 
danger of the infection, and the charge for the 
advice was little indeed compared to the po- 
tential costs. The application of a colored 
solution and a bandage might have received 
undeserving credit for the recovery; never- 
theless it could have been applied in less time 
than that necessary for a complete explanation 
of cellulitis. - 


Imagine the reaction of a patient who ap- 
pears with the classical history of a sprained 
back to the physician who makes no manual 
examination. Logical recommendations may 
be given for home treatment, such as hot packs, 
massage, liniment, and aspirin; however, the 
intelligent or unintelligent patient, if he has 
to do all the work, will likely resent paying 
for such advice. 

A patient with the same type of a case may 
be satisfied at another office, if the laying on of 
hands is associated with the diagnosis. The 
satisfaction is increased if heat therapy and 
massage relieve the pain of muscle spasm. Sug- 
gestions for home treatment will be more 


cheerfully executed. and there will likely be no 
resentment about the bill. 

The doctor of medicine indorses all the 
virtues associated with the latter form of treat- 
ment, and he stands to profit thereby if he is 
ambitious enough to apply them. 

Dentists frequently abolish the seat of a 
virulent infection by removing impacted food 
particles from overlying gum flaps, and fail to 
impress the patient with the value of treating 
an inflammed area. Is it any wonder then that 
the patient is so frequently unimpressed with 
the real value of the service? 

Such histories as these represent a class of 
cases in which a minimum amount of treat- 
ment produces a maximum amount of benefits, 
Disease prevention care, if you please. There 
seems to be a perverted idea of the worthy 
award for preventive medical services. There 
are none who object to the results obtained; 
however, little thought is ever given to the vast 
savings in money resulting from preventive 
measures. Physicians and dentists with pro- 
ducts of their own research have eradicated 
many of the diseases that formerly added im- 
mensely to their income. The calculated sav- 
ings that have resulted from the use of the 
various immunizing agents have however, not 
been accumulated to provide food, clothing, 
and shelter. Starvation and want persists, and 
the demand continues to grow for free ad- 
ministration of those things that add so much 
to the health of the public. Some have suggested 
that the physician be paid for keeping the 
people well. It would likely be agreeable if 
compensation could be made on a basis of the 
prevention values. 

The members of our professions are trained 
individualists in methods of administering 
health service. The public cherishes individual 
attention. Each physician and dentist has a 
basic training that qualifies him to make his 
own reconnissance, develop his own line of 
procedure, and render his own decision. The 
agressive professional man never hesitates to 
seek advice on scientific questions, although he 
may accept business advice reluctantly. It is 
the patient and physician relationship that 
stimulates research and encourages the practi- 
tioner to prove his ability. It is a bond that 
no one can well afford to destroy. 

Since the inception of the American Medical 
and the American Dental Associations, medical 
and dental standards have rapidly and defi- 
nitely reached an enviable position. There are 
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156,339 practicing physicians, and approxi- 
mately 63,000 dentists in the United States. 
Much of the criticism that has been cast against 
these professions has come from quacks, cultists, 
and those insubordinate members of our own 
professions who choose to cloak themselves 
with its dignity and advantages, while they 
bargain with the propagandists to sell their 
birthright. The criticism of such adversaries 
more convincingly establishes the strength of 
our organizations. 

Organized medicine and dentistry has been 
accused of trying to block progessive health 
measures. Nothing could be farther from the 
truth. They have always been, and still are, 
vitally interested in health progress; these 
professions will not approve any change until 
they have carefully considered any untoward 
affect it might have upon their patients. They 
know that the most unreliable statistics sup- 
porting such a change are those based upon 
inadequate research. Certainly now, if never be- 
fore, the old surgical maxim, ‘““When in Doubt, 
Wait,’ should be applied to many of the far- 
reaching and radical changes that are being 
proposed. 

The Committee that accumulated the sta- 
tistics on the Cost of Medical Care apparently 
knew what they wanted, as might be judged 
from the figures they produced. It is of more 
than passing interest to note that seven of the 
eleven members picked as the Medical Advisory 
Committee to the Committee on Economic 
Security, operating under the Secretary of Labor, 
had previously expressed themselves as favor- 
ing state medicine. The majority of these 
Committeemen held salaried positions and 
were not fair representatives of those actively 
dealing with the economic problems of medicine 
and dentistry. The conclusions of these Com- 
mittees can not be accepted without question. 
Such a mass of inaccurate statistics is conducive 
to alluring arguments but illogical conclusions. 
Widely different, or opposite interpretations, 
can be placed upon some of their satistics 
with equal honesty. 

The revised editions of the American Medical 
Association directory, listing the legally quali- 
fied physicians in the United States, have been 
available to the public since 1909. An analysis 
of this directory does not agree entirely with 
the statistics rendered by the Committee on the 
Cost of Medical Care. In contrast to their re- 
ports we find that for every 785 persons in the 
United States there is one doctor of medicine; 


83.5 per cent are listed as general practitioners, 
and only 16.5 per cent as specialists. Likewise, 
the American Dental Association supplies one 
dentist for approximately every 1900 persons. 
The State of Idaho has 1233 persons for each 
physician, while many of the metropolitan areas 
have one physician for as few as 444 persons; 
nevertheless, mortaliy statistics for Idaho, where 
healthier living conditions prevail, are far better 
than those of the metropolitan areas. 

There is another factor that deserves con- 
sideration. This Committee fails to point out. 
the fact that the metropolitan area supplies a 
considerable portion of the medical and dental 
service to its surrounding trade territory. The 
same Committee has recommended for the 
United States a medical system such as that of 
Germany, where they have an average of 1300 
persons to each physician, and 45.5 per cent 
of the physicians are listed as specialists. It is 
impossible to associate logic with such reason- 
ing. 

It has been stated that only two per cent of 
the population are ill at any one time; minor 
injuries accounting for approximately one-half 
of this number. The Committee on the Cost 
of Medical Care in their own statistics found 
that 91.2 per cent of the people are receiving 
medical care. If we substract from the remain- 
ing eight per cent approximately 5,000,000 
Christian Scientists and the thousands of in- 
dividuals belonging to other groups who refuse 
any form of health care offered by the doctor 
of medicine or dentistry, it leaves considerably 
less than 785 persons for each physician in the 
United States. Each general practitioner, to 
obtain his average income, needs approximately 
1400 persons. If this be true, little can be said 
in favor of the Committee’s request for more 
physicians and dentists. 

In view of the fact that we have heard no 
complaints from the members of our pro- 
fessions about being overworked, it is reason- 
able to assume that the Committee has over- 
looked a reserve supply of service. Perhaps it 
is just another form of the popularized idea, 
“Starvation in the midst of plenty.’’ We see 
the farmer selling his products and totalling 
his losses, then he balances his budget with 
money from somewhere for agreeing not to 
produce enough to balance his budget. It seems 
that some folks are happier trying to find 
something to be unhappy about. 

The public is being lured by the proposition 
that we should have more physicians and 
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dentists; they to be regimented according to the 
population, who will be privileged to use more 
and more of their services at less and less ex- 
pense. We are told that fifty per cent to 
eighty per cent of the money spent in European 
countries for health service goes for adminis- 
tration expense. The fantastic picture of health 
care in the United States has not included the 
appropriations that would be necessary for 
equipment, investigating, recording, and buck- 
passing personnel. Perhaps we will learn later 
how the per capita cost can be reduced if the 
overhead expense is increased. 

The Committee on the Cost of Medical Care 
calculates that state medicine would succeed 
on an annual per capita tax of approximately 
thirty-five dollars. If we should depart from 
our present system of adjusted payments, and 
enter upon the scheme of contract payments, 
the physician and dentist would profit most by 
rendering a minimum amount of service. Ten 
cents will never buy more than a dime’s worth 
of merchandise; neither will ten-cent-a-day 
health insurance provide for more than that 
amount of service. In addition to all those who 
now refuse medical aid there are thousands of 
individuals whose yearly medical expense is less 
than the proposed per capita tax. Certainly 
such persons will not favor a system that would 
require them to pay a per anum tax of $36.50 
for each member of their family. 

The records show that over forty-seven per 
cent of the population has no illness in a normal 
year, and ninety per cent of those who fall sick 
have minor ailments; hence, everyone would 
be required to pay the tax to safeguard ten 
per cent of the population. Eighty per cent of 
the population, who have an average income 
of less than $2000.00, would be required to 
contribute to the care of those who have five 
to ten times that income. According to the 
1936 World Almanac it is calculated that by a 
sales tax it would cost New York nine cents, 
Illinois fifteen cents, Alabama thirty-three 
cents, Georgia forty cents, and Kansas between 
forty and fifty cents on the dollar to support 
state medicine. The highest sales tax now in 
use is three cents. It would seem unwise to 
place the tax burden on property, in light of 
the fact that present government income falls 
short of the budget expense. It is likely that 
the tax collector would prove less lenient than 
the family physician or dentist. 

The Committee has unduly emphasized 
their contention relative to an improper dis- 
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tribution of physicians and dentists. “‘Inade- 
quate income,’’ has been given as the reason why 
physicians and dentists avoid certain areas. Few 
towns of less than 200-300 population are 
without a physician or dentist, however no one 
has pointed out the fact that physicians and 
dentists who would locate at such points are 
often considered by the laity as lacking in suf- 
ficient skill to be successful in larger centers. 
Good roads and the automobile have minimized 
distance, and the education of the laity to the 
advantages offered in centers that support 
medical and dental services have helped to 
decide the location for many a physician and 
dentist. The departure of the physician and 
dentist from these small communities has been 
paralleled by that of the merchant, banker, and 
laborer; yet, health conditions in such com- 
munities have maintained a level, which is in 
sharp contrast to that of business. Dr. Harry 
S. Mustard, in his book entitled “An Intro- 
duction to Public Health,’’ admits that there 
seems to be a rather fair distribution of doctors 
and dentists, but an unequal distribution of 
laboratory and hospital facilities. This is a 
commendable statement from one who ap- 
parently bases so many of his recommendations 
on the statistics given by the Committee on 
the Cost of Medical Care. 

The practice of medicine and dentistry is 
an art for man as an individual, not as a cor- 
porate part of some organization. It recognizes 
three things that are essential to a good diag- 
nosis; time, careful attention, and sympathy. 
These essentials are woefully lacking in any 
form of state medicine, for its results depend 
upon mass-diagnosis and mass-treatment. 

Members of our professions who hold po- 
sitions in free clinics or organizations that 
simulate state medicine will tell you that there 
is little difference between these clinics in our 
country and the English Panel System, where 
the shillings doctor, who gets from nine to 
thirty-six shillings per patient, meets his clinic 
with the command, “All those who want 
cough medicine, step forward.’’ Those suffer- 
ing other ailments are called for in turn, and 
the individuals of each group are handed their 
bottles of medicine. Satisfactory results are 
dependent upon the patient's ability to diagnose 
and fit himself to a bottle of the stock supply. 
The American public would soon look with 
scorn upon such a ‘‘Squint and Bottle System.” 

Socialized medicine, state medicine, or the 
panel system of medicine, are one and the same, 
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in that they promise each individual all neces- 
sary medical, dental, and hospital care for the 
paltry sum of, let us say—ten cents per day. 
School children above the fifth grade will tell 
you that such a sum is not sufficient to pay for 
the Ex-Lax, Anacin, and Rem that is used in 
their homes. Socialized medicine is social, only 
to the extent of pooling the funds. The des- 
ctiptive adjective ‘‘socialized’”’ is ambiguous 
and misleading, because medicine and dentistry 
as an art cannot be pooled. All prepayment 
plans for medical, dental, or hospital service 
carries a gambler’s chance clause, and requires 
payment, not for prevention, but for some- 
thing that may not be rendered. 

Under the Panel System of medicine the pro- 
fessions would be obliged to render health care 
to families allotted them for salaries established 
by those perhaps totally devoid of a knowledge 
of service values. These families would be 
obligated to pay a private fee, in addition to this 
tax, if they obtained service from the doctor of 
their choice. Adequate medical and dental care 
is promised by the proponents of socialized 
medicine. The public need only observe our 
present county indigent medical and dental 
service, which is an example of this system, to 
determine what is accepted as adequate service 
by incompetent political or lay interpreters. 

Compensation for loss of time by sickness 
isa feature of the European system of medicine. 
The Committee on the Cost of Medical Care 
thinks this would be an objectionable feature 
ina plan for the United States. To this extent 
we are entirely in accord with them. European 
patients, as a class, are not unlike Americans. 
If this part of the scheme is omitted there is 
treason to believe the plan might prove un- 
satisfactory. Industrial employees as a class 
go reluctantly to the company physician. Many 
tefuse to accept such service, and demand the 
tight to choose their own doctor. The fact 
that the industrial physician and surgeon is 
well qualified, does not alter the employee’s 
opinion, and members of the employee’s family 
seldom, if ever, go to him as a private patient. 
Therefore, without the compensation feature, 
the plan is devoid of its chief incentive. 

Patients seek the ethical physician and 
dentist largely because of his reputation. They 
accept the compensation physician because 
treatment is urged upon them through this 
channel with seemingly no extra expense. The 
point to which their wage is reduced to provide 
this medical service is never emphasized. Abso- 


lutely free service is frequently viewed with 
suspicion, as might be judged from this Michi- 
gan report. Three hundred free pairs of glasses 
were prescribed for children. Just seventy-five 
pairs were delivered. The excuses given, pointed 
out very clearly that the parents doubted the 
accurateness of the examinations or the value of 
the glasses. 

In the United States many plans of health 
service are in operation that are radically dif- 
ferent from those used in years past. Virtues 
may evolve from some of them, already some 
have proven unworkable. In some sections the 
so-called Washington Plan has received favor- 
able comment. This plan, as many of its type, 
has the running gears all set for lay control. 
It is bureaucratic in design, and provides lay 
intervention for that which the doctor himself 
could do. Once the professions indorse a plan 
of this type, and in so doing admits to the 
public that a business agent is essential, there is 
nothing to prevent the lay operators from hir- 
ing and controlling the professional personnel. 

There is little reason to believe that the 
busy physician or dentist could be induced to 
enter a Panel System of service. The prac- 
titioner, with a low income and a small practice, 
would likely be obliged to accept a position. 
The average income of the European Panel 
physician and dentist is quite low. In fact, it 
has decreased to the point that the average 
American physician or dentist could not im- 
prove his present status or even exist upon it. 

There are those of the profession who feel 
that they are too busy to go into the financial, © 
as well as the physical problems of their patient. 
They might well afford to take the time, rather 
than to steer any patient through such bureau 
machinery. If a bureau agent, a total stranger 
to the patient, can take a social history, gather | 
a few figures, and devise a plan of payment, 
then, I believe the physician and dentist can, 
and should, develop the technique. 

To convince myself that no business agent 
was necessary in my practice I selected approxi- 
mately $600.00 worth of accounts, ranging 
from $2.00 to $100.00. They were from six 
months to two years old. Statements had been 
sent to all; to some, special letters had been 
written. No responses were received. I then 
offered in a letter three proposals of settlement; 
(1) twenty-five per cent discount if paid by a 
given date; (2) payments at my office, as they 
might designate, in full of the amount; (3) 
payments, as they might designate, to a col- 
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lector in full of the amount. Approximately 
seventy-five per cent of the cases replied 
promptly. They all chose plans one or two. 
It was interesting to note that none indicated a 
desire to pay toa collector, even a small amount, 
although it would save them a trip to the 
office. 

I believe that settlement plans could be pro- 
posed by the physician and dentist early in the 
course of treatment. The professions might 
find it advisable to use a debit collector for 
those who would choose to pay small amounts 
at their homes. The less complicated the pro- 
visions the more likely satisfactory results will 
be obtained in rendering health service. We 
have an adequate supply of service for which 
there is a demand. We should supply it, by 
plans of our own, which we can adjust to the 
individual's ability to pay when he needs the 
service. 

Those who would profit most by state 
medicine are the ones that encourage weekly 
or monthly payments at high interest rates for 
their products. The credit system is often so 
denuded by its virtues that it looks like the 
silhouette of a racket scheme; however the 
American public is educated to the merits of 
small payments, and we should utilize this 
form of post-payment settlement for medical 
or dental services. 

Lack of money has been given as the princi- 
ple reason for inadequate health measures. I 
do not believe this to be true. The individual 
who offers such an alibi will usually find funds 
for many unnecessary things. The large number 
of patients flocking to the dentist after the 
publicizing of Dr. Hartman’s solution, might 
suggest that fear of pain has been a potent 
factor in their health neglect. All the expensive 
propaganda for ‘‘Periodic Health Examina- 
tions,’ and ‘‘See your Dentist Twice a Year,” 
did not overcome fear. 

The actual average expense of each patient 
to the physician or dentist is much higher than 
many realize. Physicians limiting their practice 
to various specialties have found this expense to 
vary from $1.03 to a little less than $2.00 per 
patient. The dentist must collect in addition 
to this the cost of his materials. Figures are 
not available from the general practitioner at 
this time, and his expense must be calculated in 
proportion to those of the specialist. One can 
readily assume -however, that profits do not 
accumulate rapidly from the average office or 
home fees that are collected. 


Most of the states have laws stating that 
adequate medical care shall be given the in. 
digent. Sufficient funds have as yet never been 
provided to produce satisfactory results, and 
the family physician and dentist is constantly 
rendering service to many of these individuals 
who cannot be satisfactorily served by the tax- 
supported physician. If the average cost per 
case for health care was given the physician and 
dentist, plus the same percent of profit given 
the merchant, better service would be rendered 
this class, and the surplus time of the profession 
would not be absorbed in an unfair manner, 
The professions have always contributed their 
full share to charity, however it is basely un- 
fair to expect them to absorb the markedly in- 
creased indigent load on this basis. Every other 
service rendered to the indigent class has yielded 
a profit to various merchants, even the pres- 
cription written by the unpaid physician or 
dentist draws a profit. 

Our professions receive repeatedly appeals 
for free service from cooperating health agencies, 
In fact, we hear so much about cooperation in 
matters concerning health that we wonder if 
the actual needs are not overemphasized. We 
have some right to such conclusions when, while 
administering free medical care to a county in- 
digent patient we are requested by him to speak 
a good word for him to the car dealer so that 
he may purchase an automobile on credit; or 
when we see two small girls of such a family 
appear at school with new permanent waves. 

Cooperation without proper coordination is 
ridiculous. The newly-wed who requested his 
young wife to shorten his trousers three inches 
found that out. His wife told him to have his 
mother shorten them. His mother and sister 
told him it was his wife's place to do such work. 
Then, each in turn regretting their decision, 
shortened his trousers. You can imagine the 
effect; however he received exactly what he had 
requested from each of them. Thus it may be 
that coordination has been lacking in our 
work. 

Our Public Relations Committees should 
seek avenues to lay audiences. The radio and 
the press should be utilized in distributing 
authentic material to the public. ‘The propa- 
gandist, in his efforts to obtain control of 
health measures, has taken advantage of the 
ignorance and self-satisfied attitude of the 
physician and dentist concerning proposed 
changes. We will have no one to blame but 
ourselves if the control is shifted from trained 
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hands to those who have only visions of ability. 
There has been just enough truth mixed with 
the propaganda produced by the Medical Eco- 
nomic Security Council and other agencies who 
are trying to establish state medicine and group 
forms of health service, to create a public desire 
for an answer to this question. 

There are opposing sides to this medical eco- 
nomic issue, and it is imperative that .each 
physician and dentist be thoroughly informed 
in order that he may present the unbiased facts 
to his patients for their intelligent consider- 
ation. Our adversaries have unwittingly helped 
to more firmly intrench the merits of organized 
medicine and dentistry. The alluring promises 
presented by these organizations have created a 
public that suspicions the virtues of such radical 
changes. Certainly we must not lose this ad- 
vantage and prove unfaithful to this public 
trust. 

The attitude of the American Medical and 
American Dental Association is reflected by 
its individual members. Any tendency on our 
part to treat this problem with indifference re- 
acts against us as individuals and as organi- 
zations. We can further improve our relation- 
ship with the public by encouraging more fre- 


_quent consultations and exchange of ideas; as- 


suring the laity that inter- and intra-organi- 
zations relations are sponsored in their behalf; 
and that the intervention of a set plan, an 
individual or any group of individuals; whether 
it be voluntary or by legislation, will destroy 
the “‘patient-physician bond,’ which is the 
“heart and soul’’ of the art of medicine and 
dentistry. 


—JKMS— 


A CONGENITAL HEART DEFORMITY 
(Continued from page 193) 
ent expired before any other laboratory work 
could be done. 

Discussion of clinical diagnosis. This case 
was diagnosed a congential heart on the follow- 
ing basis: 

1. History of marked cyanosis since birth. 

2. A Roger’s Murmur and a systolic thrill at 
the left base. 

3. And a pulmonary hypertrophic osteo- 
arthropathy. 

This is most probably “‘A Tetralogy of Fal- 
lot’ because of the physical finding. ‘“Tetralo- 
gy of Fallot’’ was first described by Peacock 
in 1858 but was analyzed more completely, as 
a clinical entity by Fallot in 1888. “Tetralogy 


of Fallot’’ as translated from his original arti- 
cle consists of: 

1. A pulmonary stenosis; 2. A dextropo- 
sition of the aorta; 3. An intraventricular septal 
defect; and 4. A hypertrophy of the right ven- 
tricle. 

From the clinical point of view, according 
to White, when murmurs occur they are as a 
rule systolic in time and loudest just left of the 
sternum where they may be very limited in ex- 
tent, being located in the first intercostal space 
in many cases of patent ductus arteriosus; in 
the second space with pulmonary stenosis; and 
in the third interspaces in cases of interventri- 
cular septal defects. This patient had a systolic 
murmur which occurred from the second to the 
fourth intercostal spaces on the left which 
would verify the fact that the patient had a 
pulmonary stenosis and an interventricular 
septal defect according to White. A continuous 
roaring or rumbling murmur which extended 
through systole and diastole and found in the 
first to third intercostal spaces left of the 
sternum is pathognomonic of patency of 
ductus arteriosus. However, this patient did not 
have a diastolic murmur. This patient had a 
P. M. I. which was right of the sternum in the 
sixth interspace. A diagnosis can be made of 
“Tetralogy of Fallot’’ on the clinical findings 
which was later verified at the autopsy. 

Cause of abnormal development of the heart 
in fetal life is not known except in a few 
cases in which endocarditis is responsible. 

Heredity is a factor. For example, at least 
seventy-nine of one series of 850 cases of Ab- 
bott’s showed this influence; while 214 of 
these 850 cases had congenital anomalies of 
both heart and blood vessels, 132 showed con- 
genital anomalies elsewhere in the body. Alco- 
holism is thought to be a factor. Congenital 
defects of the heart comprise about two per 
cent of organic heart disease. 

Maud Abbott made autopsies on 850 cases 
of congenital heart diseases and made the fol- 
lowing survey: There were 312 auricular sep- 
tal defects; 269 ventricular septal defects; 222 
instances of patent ductus arteriosus; 130 in- 
stances pulmonary stenosis; 124 anomalies of 
semilumar valves; 88 coarctation of aorta; 88 
transpositions of arterial trunks; 72 anomalies 
of the great veins. 

In these 850 cases she found only seventy- 
four cases of ‘“Tetralogy of Fallot” of which 
the oldest attained the age of fifty-nine years, 
whereas the average case was only twelve years 
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of age. The case that we have here attained the 
age of twenty-one years. According to Maud 
Abbott, twenty per cent of these cases die of 
cerebral involvement, sixty per cent of bron- 
chopneumonia and twenty per cent of other 
complications. 

A complete autopsy was not done because 
permission was not granted. It was thought 
that this patient had a cerbral embolus. 


NEWS NOTES 


HOUSE OF DELEGATES 


The annual meeting of the House of Delegates of 
The Kansas Medical Society will be held commencing 
at 2:00 p. m. on May 11 at the Chamber of Com- 
merce building in Kansas City, Kansas. 

All delegates are urged to attend inasmuch as several 
matters of unusual importance will be presented. 


THE SOCIAL SECURITY ACT 


The plans prepared by the Kansas State Board of 
Health and the Kansas Crippled Children’s Commission 
for maternal and child welfare, public health and crippled 
children activity in this state under the Social Security 
Act, have recently been approved by Washington offi- 
cials. A portion of the federal funds provided for this 
purpose has already been received by the above agencies 
and other amounts are anticipated within the near fu- 
ture. 

The Social Security Act sub-committee of the Medical 
Economics Committee has been engaged in a study of this 
measure for the past six months. It is now preparing a 
complete summary of the provisions in Kansas which it 
hopes to have available for publication in the June issue 
of the Journal. 


SEDGWICK CLINICAL MEETING 


One hundred and seventy-one physicians registered for 
the annual Spring Clinical Assembly of the Sedgwick 
County Medical Society held at the Allis Hotel in 
Wichita on April 14. 

Officers of the society declared that the size of the 
attendance was greater than anticipated because of the 
fact that this was the first time the meeting had been 
staged. Almost fifty physicians from neighboring 
counties in southern Kansas and northern Oklahoma at- 
tended the sessions. 


The success of the first meeting insures its repetition in 
future years, according to Sedgwick County members, 
The Spring Clinical Assembly was presented for post- 
graduate study for the benefit of Wichita physicians and 
medical friends in surrounding territory. A full day of 
clinics was prepared by members of the Sedgwick County 
Medical Society and the rotating staff of the county 
hospital. 

Distinguished guests included on the program were 
Drs. J. W. Duncan and M. C. Howard, both from 
Creighton University Medical School, Omaha. Motion 
pictures were shown continuously throughout the day 
and a large library of films was available to be shown 
upon request. Scientific exhibits prepared by members of 
the rotating staff of the county hospital were on display 
in another room. Roundtable luncheons were held at 
noon. A discussion on ““The Acute Abdomen” was led 
by Dr. J. W. Duncan with Dr. Howard E. Snyder, Win- 
field, as guest host. Dr. G. E. Paine, Hutchinson, was 
guest host for the discussion led by Dr. M. C. Howard 
on ‘Secondary Anaemia.” 

Clinical sessions began at 10:30 in the morning and 
lasted throughout the day. Dinner was served to one 
hundred members at 6:30, after which the closing lecture 
of the day was presented by Dr. M. C. Howard. 

Scores of letters from visiting physicians were received 
by the executive secretary of the Sedgwick County 
Medical Society congratulating the society upon the pro- 
gram and urging that it be repeated next year. 

The committee in charge of the assembly was com- 
posed of Drs. R. A. West, G. F, Corrigan, G. B. 
Morrison, H. R. Hodson, Chas. Rombold, N. L. Rainey 
and G. E. Milbank. 


FIRST AID CAMPAIGN 


The American Medical Association and the American 
College of Surgeons have recently approved a national 
project to be sponsored by the American Red Cross 
wherein first aid equipment and first aid assistance will 
be made available in wayside police stations, gasoline 
stations, stores, tourist homes, fire departments, etc., for 
provision of emergency aid to sufferers in automobile 
accidents. The equipment to be utilized will be pur- 
chased and installed by local Red Cross chapters, and 
will include one twenty-four unit Red Cross First Aid 
kit, one half-ring splint for leg fractures, two highway 
station signs, wooden splints, blankets and a stretcher. 
It is also planned that the attendants at locations where 
equipment is installed will receive training in first aid. 

The following comments by the Red Cross offer ad- 
ditional description of the project: 

“It must be definitely understood with all concerned 
that Red Cross First Aid is meant in no sense to take the 
place of medical care. It is a volunteer service rendered 
as neighbor to neighbor in an emergency. In every instance 
the person suffering an injury should be advised to obtain . 
medical attention. No recompense may be received by 
anyone giving First Aid, nor may donations be received 
in this connection at the station or elsewhere, and this 
applies to those who are able to pay as well as to those 
who cannot. Furthermore, second treatment of an injury 
must not be given. All subsequent requests for assistance 
should be referred to a medical doctor. 

“The training of personnel should be on a volunteer 
basis as with any other Red Cross First Aid classes, and 
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those taking the work will generally want to buy their 
own textbooks. The ready reference telephone directory 
can easily be made by typing the names and telephone 
numbers of available doctors, hospitals and ambulance 
services and mounting the sheet on heavy cardboard 
for hanging near the telephone or First Aid cabinet. 
This directory should be prepared in conjunction with 
the local medical society and should be kept up-to-date.”’ 

Representatives of the Red Cross recently interviewed 
officers of the Society to secure its endorsement and 
suggestions for institution of this project in Kansas. 
However, as the Council has not as yet had an oppor- 
tunity to consider the proposal and as the Red Cross 
desired to commence activity immediately, an agreement 
was made that a description would be bulletinized to the 
county medical societies for handling as they might 
desire. This bulletin contained authorizations by the Red 
Cross wherein a medical advisory committee might be 
appointed in each county for local supervision of the 
program; the training courses might be given medical 
supervision; and the roster of each county medical society 
might be posted as indicated above. 


KANSAS MEDICAL HISTORY 


The following bulletin forwarded to the presidents 
and secretaries of the county medical societies on April 
17, describes an important project which the Medical 
History Committee was successful in having approved by 
the Kansas WPA and the National Director of the 
Federal Writers’ Project at Washington: 


“This Committee has desired for some time to - 
compile a history of the civic and scientific con- 
tributions of the Kansas medical profession, but 
has lacked facilities to accomplish the necessary 
research. Upon receipt of information that the 
Kansas WPA has under its direction a considerable 
number of writers’ projects wherein the services 
of WPA employees are utilized to assemble statistical 
and historical information of permanent interest, 
representatives of the Committee held conferences 
with officials of the Federal Writers’ Project to de- 
termine whether it would be possible for a portion 
of this activity to be devoted to preparation of a 
Kansas medical history. After considerable dis- 
cussion and reference of the proposal to the National 
Director of the Federal Writers’ Project at Wash- 
ington, approval has been obtained. 


Therefore, effective immediately, The Federal 
Writers’ Project in Kansas will commence research 
in various archives of medical information in the 
state, and will call upon the secretaries of the county 
medical societies for their suggestions as to the names 
of physicians or other persons who are able to 
provide recorded or verbal information on this 
subject. 


In order that the Society may take the fullest 
advantage of this opportunity, we would greatly 
appreciate your assistance in having these inter- 
Viewers provided with all information of value that 
may be available in your county medical society files, 
in having them referred to all sources of medical 
history information in your county, and in arranging 


for them to receive all other cooperation that is 
possible. 
Very truly yours, 


THE COMMITTEE ON MEDICAL HISTORY, 
W. S. Lindsay, M.D., Chairman, 
E. D. Ebright, M.D. 
H. C. Sartorius, M.D.” 


Since a complete history of this kind has never been 
compiled in Kansas and as this is probably the last 
decade in which much early day medical information can 
be obtained, the above project represents an opportunity 
of unusual value to the Society. 


BRINKLEY OPINION 


The United States Circuit Court of Appeals handed 
down its opinion in the case of John R. Brinkley vs. 
Kansas Board of Medical Examination and Registration 
on April 7, 1936. Decision was in favor of the Board. 
The opinion, although lengthy, is so very interesting 
that it is reproduced below for the information of all 
members: 


UNITED STATES CIRCUIT COURT 
OF APPEALS 


TENTH CIRCUIT 


No. 1344—January Term, 1936. 
John R. Brinkley, Appellant, 
v. 

J. F. Hassig, C. H. Ewing, O. S. Rich, Wm. G. Burna- 
man, H. E. Haskins, John D. Page, and E, C. Morgan, 
as members of the State Board of Medical Registration 
and Examination of the State of Kansas, and Clarence 
V. Beck, Attorney General of the State of Kansas, 
Appellees. 

Appeal from the District Court of the United States 
for the District of Kansas. 
(April 7, 1936.) 

James H. Harkless and James E. Smith (John S. Dean, 
E. H. Hatcher, Frank H. McFarland, and Schuyler W. 
Jackson were with them on the brief) for appellant. 


William C. Ralston, Sp. Asst. Atty. Gen., and Ralph T. 
O'Neil (Clarence V. Beck, Atty. Gen., John G. Egan, 
Asst. Atty. Gen., John D. M. Hamilton, and Barton 
E. Griffith were with them on the brief) for appellees. 


Before LEWIS, PHILLIPS, and MCDERMOTT, Circuit 
Judges. 

MCDERMOTT, Circuit Judge, delivered the opinion of 
the court. 


On September 17, 1930, the Kansas State Medical 
Board revoked the license of Doctor John R. Brinkley 
to practice medicine and surgery in the state of Kansas. 
On December 30, 1931, this action was brought to set 
aside and enjoin such order on the ground that it invaded 
rights guaranteed by the federal constitution. The trial 
court, after a long trial, dismissed the bill on its merits 
on July 15, 1935. This is an appeal from.that order. 


The Kansas statute, 1933 Supp. to R. S. 1923, § 
74-1001, establishes a board of medical registration and 
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examination consisting of seven physicians in good stand- 
ing. Id, § 65-1001, provides in part. 


“The board may refuse to grant a certificate to any 
person guilty of felony or gross immorality or ad- 
dicted to the liquor or drug habit to such a degree as 
to render him unfit to practice medicine or surgery, 
and may, after notice and hearing, revoke the certifi- 
cate for like cause, or for malpractice or unprofes- 
sional conduct.” 


On April 28, 1930, a complaint based on eleven specific 
charges of fraud, immorality and unprofessional conduct, 
was filed before the board praying for the revocation of 
appellant’s license. If any one of them is sufficient in 
law and supported by substantial evidence, it will sustain 
the order. One charge is that appellant performs a 
“Compound Operation” on patients for the purpose of 
curing impotency, high blood pressure, epilepsy, dementia 
praecox, and diseases of the prostate gland and kidneys; 
that he accomplishes these cures by transplanting animal 
or human plands into the patient; that the charge for 
goat glands is $750 and for human glands $5,000; that 
such operation is of no value to the patient. 


Another charge is that he gives talks over the radio, 
“for the purpose of enticing patients to his hospital 
and to induce persons to purchase medicines; that he 
diagnoses and prescribes for patients over the radio; 
that he gives prescriptions by numbers which have to 
be filled by and purchased at certain drug stores, from 
which he obtains a commission; . . . that such diag- 
nosing and prescribing by radio are necessarily inac- 
curate and dangerous, carrying too great a hazard of 
error in misinterpretation of symptoms, inaccuracy of 
patients’ statements of the location and character of 
complaints, the risk of misunderstanding the respond- 
ent’s directions and confusion of numbers given of 
prescriptions, and lacking entirely in the information 
to be gained by the usual ordinary routine physical and 
laboratory examination of the patients, without doing 
which respondent is grossly negligent.’ 

Appellant was given notice of the charges and of the 
hearing thereon. After motions to strike from the com- 
plaint and to make it more definite and certain were 
denied, an answer was filed; the issues so joined came on 
for hearing July 15, 1930. The hearing, with some 
adjournments, lasted until September 16 and included a 


session at which appellant performed the compound, 


operation in the presence of the board. The evidence of 
hundreds of witnesses was received, much of it highly 
technical. Throughout appellant was represented by 
counsel who had acquired a comprehensive knowledge of 
the anatomy involved. 

If we translate the medical terms used with reasonable 
accuracy, the first two phases of the compound operation 
are routine minor surgery; the first is injecting mercuro- 
chrome into the seminal vesicles, and the second is an 
ordinary vasectomy. The first is useful where there is 
infection and the second where sterility is desired. But, 
excepting appellant, the doctors testified that such phases 
could have no effect on the diseases for which appellant 
advertised the operation as a palliative. 

The third phase was advertised by appellant in part as 
follows: 

“Likewise we borrow the services of a branch artery, 
and this is delicately anastomosed down alongside the 
vas into the epididymis.” 


Many surgeons testifiied that this phase was a physical 
impossibility. However, it does appear that appellant 
did pick up a loose areolar or fascial tissue from the 
scrotum and implanted it in the testicle. So this argu- 
ment turns on the meaning of the word ‘‘anastomosis’ 
and is not important. The surgeons generally testified 
that the implantation made was useless. 

The fourth phase is the transplantation of the testicle 
of a goat into the scrotum of a man. Many eminent 
surgeons testified that such transplantation could not be of 
the slightest benefit to the patient. Others, including the 
Doctors Mayo and Judd, testified that results so far at- 
tained in experimental gland transplantation have not 
met with sufficient success to justify adoption in clinical 
surgery. Appellant maintained its efficacy and brought 
onto the record the experiments of others along this line; 
more than four hundred patients testified they had been 
materially benefited by the operation and were more than 
satisfied. 

There was also evidence that the operation was dis- 
tinctly a minor one, performed under a local anaesthetic, 
and if it had been of value, should not cost more than 
$100. There was also evidence that, as performed, it 
was not aseptic. 

The legislature enacted that membership of this board 
should be confined to physicians and surgeons because they 
alone have the education and experience to determine such 
questions as are here presented. Does this record disclose 
no more than a conflict of opinions among reputable 
surgeons as to the technique of operative procedure, or as 
to when it is indicated? Or does it disclose that appellant 
was using his license to perpetrate a cruel hoax upon the 
public by exacting extravagant fees for a trivial and 
worthless operation? Did appellant endanger the health 
of his patients by seducing them into the belief that 
serious diseases could be cured by a surgical hocus- 
pocus? Whether it is the one or the other is a question 
peculiarly for the decision of men skilled in anatomy. 
There is a great volume of evidence in this record to 
support the latter conclusion; and if such is the fact, the 
board would have been derelict if appellant’s license 
had not been revoked. It is true, as counsel argue, that 
the great advances in medical science have come about 
by the courage of pioneers, whose efforts often met with 
ridicule from their professional brethren. It is true that 
doctors even yet disagree. It is also true that charlatans 
masquerading as doctors defraud the public to their own 
enrichment by promising to cure cancer with innocuous 
ointments, and thus endanger their lives by depriving 
them of sound medical advice. Between these two ex- 
tremes there is a twilight zone, where doubts might per- 
plex. But unless we can say, from the record, that 
there is no doubt that this is a mere disagreement among 
doctors, the finding of the board is not open to our 
review. The legislature has properly committed the 
vital question of the fitness of those who administer to 
the sick to a skilled board of medical men, and not to 
courts unlearned in the art. The proof here amply sup- 
ports the conclusion that the compound operation is not 
an honest effort to relieve the suffering, but a scheme for 
appellant’s unjust enrichment. 

The proof as to the diagnosis of disease and pre- 
scriptions for its cure over the radio is too long to relate 
and is undisputed, there being an unchallenged steno- 
graphic report of some of the broadcasts. Enough to 
say that through regular broadcasts appellant diagnosed 
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almost every ailment the human flesh is heir to; some- 
times he told his patients to consult a doctor; much 
more often he prescribed remedies by numbers which 
could be obtained from drug stores throughout the 
middle west to whom he had furnished the prescriptions, 
and from whom he received a part of the price of some 
of the prescriptions. These diagnoses were made without 
an examination of the patient, and upon only such symp- 
toms as the patient would give in a letter or telegram. 
One patient sent in an x-ray picture; appellant said, ‘I 
can't make much out of it’’; nevertheless he diagnosed 
and prescribed. Another telegraphed she had a pain 
around her heart; he diagnosed it promptly as a kidney 
involvement and prescribed a diet and three prescriptions. 
Another wrote that he or she had a pain in the right 
side; appellant diagnosed it as “‘probably gall gladder’’ 
and prescribed one remedy “‘if you are a man”’ and another 
“if you are a lady.’’ And so on and on. 

One need not be skilled in medicine to understand the 
grave dangers to human life involved in diagnosis and 
prescription of such sketchy facts as are obtainable from 
a letter or a telegram; nor of the danger to thousands of 


others listening in who apply such advice to their own 


self-diagnosed diseases. It is no answer to suggest that 
the prescriptions are harmless in themselves; to prescribe 
bread pills to a diabetic whom insulin might save is to 
trifle with human life. The Court of Appeals of the 
District of Columbia passed upon the same question in 
KFKB Broadcasting Ass'n. v. Federal Radio Commission, 
47 F. (2d) 670; in sustaining an order denying a re- 
newal of the license of appellant’s radio station, that 
court sustained the Commission's finding that appellant's 
radio diagnosis ‘‘is inimical to the public health and safety, 
and for that reason is not in the public interest.’’ The 
trial court aptly said: 


“Those methods are not only in conflict with the 
ethics of the profession but are in my opinion in con- 
flict with the best interests of the public, and that 
irrespective of the value of the operations performed 
by him at the hospital for the amelioration of the 
prostate gland or of the benefits to individuals using 
prescriptions given through radio broadcasting, the 
possibilities of injury to the general public resulting 
from such methods are so apparent if such practice 
became general and usual that its mere statement is, 
I think, sufficient.” 

It is argued that reputable doctors prescribe over the 
telephone. It is one thing for a family physician, know- 
ing his patient as well as he knows himself, to prescribe 
for some simple or prevalent ailment over the phone, and 
quite another to prescribe for the unknown ailments of 
total strangers over the radio. It is argued that news- 
papers operate medical question boxes and medical 
columns. Those which have fallen under our obser- 
vation prescribe simple and well known remedies for 
definite and minor ailments. If such newspapers purport 
to diagnose and prescribe for serious and obscure diseases, 
they ought to be suppressed. It is no answer for one 
wrongdoer to point to another. Again, on one extreme 
is advice to keep your feet dry and to take a physic if 
you have a cold, and another to diagnose kidney trouble 
from a telegram saying there is a pain around the heart. 
It is for men trained in medicine instead of law to 
determine on which side of the line a particular case may 
fall. It was for the board to determine, within the limits 
of reason, what constitutes “‘unprofessional conduct.’’ 
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That unprofessional conduct as so determined is also 
condemned by the American Medical Association does not 
vitiate the order. The board has determined that appel- 
lant’s acts constitute unprofessional conduct. There js 
substantial evidence to support its finding. There js 
nothing to support the assertion that such finding js 
arbitrary or capricious. On the contrary, the weight of 
the evidence required the finding. The trial court has 
approved and we agree. 

It appears then that the statute authorizes the re- 
vocation of a license for unprofessional conduct; that 
appellant was given ample notice of charges of such 
conduct and afforded an exhaustive hearing thereon; that 
there was everwhelming evidence to support the charges, 
the evidence being undisputed as to the most serious 
breach of professional conduct, diagnosing and prescrib- 
ing without adequate information. It thus appears that 
appellant’s license was rightly subject to revocation. With 
this background, we turn to the specific attacks upon the 
order. 

The power of the state to protect its citizens against 
imposition by those purporting to practice the learned 
professions has been sustained without dissent for many 
generations. Nearly forty years ago Mr. Justice Brewer, 
speaking for the Supreme Court of the United States in 
Hawker v. New York, 170 U. S. 189, 194, 195, used 
or adopted this language: 

“The physician is one whose relations to life and 
health are of the most intimate character. It is fitting 
not merely that he should possess a knowledge of dis- 
eases and their remedies, but also that he should be one 
who may safely be trusted to apply those remedies. 
Character is as important a qualification as knowledge, 
and if the legislature may properly require a definite 
course of instruction, or a certain examination as to 
learning, it may with equal propriety prescribe what 
evidence of good character shall be furnished. . . . The 
legislature, then, in the interest of society and to pre- 
vent the imposition of quacks, adventurers and charla- 
tans upon the ignorant and credulous, has the power 
to’ prescribe the qualifications of those whom the state 
permits to practice medicine. . . . It is, no one can 
doubt, of high importance to the community that 
health, limb and life should not be left to the treat- 
ment of ignorant pretenders and charlatans. It is 
within the power of the legislature to enact such 
laws as will protect the people from ignorant pretend- 
ers, and secure them the services of reputable, skilled 
and learned men.”’ 

In March, 1935, Mr. Chief Justice Hughes, for the 
same court, held that a state board had the power to 
find a dentist guilty of unprofessional conduct who had 
extravagantly advertised his professional abilities; and 
in closing that opinion used this language entirely 
apposite here: 

“We do not doubt the authority of the state to esti- 
mate the baleful effects of such methods and to puta 
stop to them. The legislature was not dealing with 
traders in commodities, but with the vital interest of 
public health, and with a profession treating bodily ills 
and demanding different standards of conduct from 
those which are traditional in the competition of the 
market place. The community is concerned with the 
maintenance of professional standards which will in- 
sure not only competency in individual practitioners, 
but protection against those who would prey upon 4 
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public peculiarly susceptible to imposition through 
alluring promises of physical relief. And the com- 
munity is concerned in providing safeguards not only 
against deception, but against practices which would 
tend to demoralize the profession by forcing its 
members into an unseemly rivalry which would enlarge 
the opportunities of the least scrupulous. What is 
generally called the ‘ethics’ of the profession is but the 
consensus of expert opinion as to the necessity of 

such standards.’’ Semler v. Dental Examiners, 294 

U. S. 608, 612. 

Authorities to the same general effect may be gathered 
almost without number. A few may be found in the 
note.! 

The Kansas statute has been sustained by the Supreme 
Court of the United States in this particular proceeding. 
Shortly after appellant was noticed of the hearing upon 
the charges preferred he brought an action in the state 
court to enjoin the hearing. The trial court dismissed 
his petition upon demurrer. The Supreme Court of 
Kansas affirmed. Brinkley v. Hassig, 130 Kan. 874, 
289 P. 64. Appeal was taken to the Supreme Court of 
the United States. The appeal was dismissed because 
no substantial federal question was presented the court 
citing in support its earlier decision on the Kansas statute 
in the Meffert Case, supra, and its decision in Hurwitz 
v. North, supra, sustaining similar proceedings under 
the Missouri statute. Brinkley v. Hassig, 282 U. S. 
800. 

The parties being the same there as here, appellant 
is not entitled to a reexamination of issues there decided, 
both on the principles of res judicata? and because we 
are bound by the decisions of the Supreme Court of the 
United States. The points so foreclosed are: (1) The 
statute is constitutional notwithstanding the general 
language used in specifying grounds for revocation. (2) 
The complaint stated grounds for revocation under the 
statute, the Supreme Court construing it as follows: 

“The complaint was by no means confined to chal- 
lenge of the success of the licensee's gland operation, 
the claimed result of which is that dotards having de- 
sire without capability may cease to sorrow as do those 
without hope, and the complaint was not that the 
licensee is a quack of the common, vulgar type. Con- 
sidered as a whole, the gravamen of the complaint is 
that, being an empiric without moral sense, and having 
acted according to the ethical standards of an impos- 
tor, the licensee has perfected and organized chariatan- 
ism until it is capable of preying on human weakness, 
ignorance and credulity to an extent quite beyond the 
invention of the humble mountebank who has hereto- 
fore practiced his pretensions under the guise of 
practicing medicine and surgery.”’ 

1 Roschen v. Ward, 279 U. S. 337; Graves v. Minnesota, 
272 U. S. 425; Hurwitz v. North, 271 U. S. 40 (where the 
board had no power to issue subpoenas) ; Douglas v. Noble, 
261 U. S. 165; Crane v. Johnson, 242 U. S. 389; McNaughton 
v. Johnson, 242 U. S. 844; Collins v. Texas, 223 U. S. 288; 
Reetz v. Michigan, 188 U. S. 505; Meffert v. Medical Board, 
66 Kan. 710, 72 P. 247, affirmed 195 U. S. 625. 

Statutes which permit of revocation for “unprofessional 
conduct,” “incompetency,” “grossly immoral conduct” have 
been held valid in the large majority of jurisdictions not— 
withstanding their generality. Green v. Blanchard, 

rk, » 211 S. W. 875, Amnotation, 5 A.L.R. 94; 
Medical Examiners v. 
Annotation, 54 A.L.R. 1504, at 1520 et seq; Yoshizawa v. 
Hewitt (C.C.A. 9) 52 F. (2d) 411, Annotation, 79 A.L.R. 
$23; State Dental Examiners v. Savelle; 90 Colo. 177, 9 P. 
693, Annotation, 82 A.L.R. 1184, 1188. 

2 Issues decided on the pleadings fall within the rule of res 


judicata. Divide Creek Irr. Dist. v. Holli rt C. 
10) 72 F. (2d) 859. ollingsworth (C.C.A. 
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Spears, 79 Colo. 588, 247 P. 563, . 


(3) The board may, with its own rules or without rules, 
proceed according to fair and reasonable methods to hold 
its hearing. (4) A review on the merits is not necessary; 
nor is the power to enforce attendance of witness or 
compel production of documents. (5) The board is not 
a judicial tribunal, and due process does not require a 
judicial trial, and the character of the hearing is not 
measured by standards of judicial procedure. (6) Affi- 
davits may be used freely by appellant, and by com- 
plainant if necessary. 

This decision disposes of many of the questions now 
argued. Appellant produced 32 witnesses who testified at 
length to their ailments prior to their operations and 
their fine health afterward. Several days were spent 
listening to these recitals which were all essentially the 
same. Appellant’s counsel notified the board he expected 
to produce a thousand more. The board ruled he could 
use another day putting on oral evidence on that point 
and submit the testimony of the rest in affidavit form. 
Thirteen more selected witnesses testified and 364 affi- 
daivts of satisfied patients, and 75 affidavits as to his 
reputation as a surgeon and citizen, were offered and 
received. Complaint is made that the board did not devote 
the year to hearing these witnesses. The objection is friv- 
olous. Even in judicial trials courts have power to 
prevent the proceedings from degenerating into a farce by 
limiting the amount of cumulative testimony. 

It is argued that the board could not, in the time 
elapsing between the offer of the affidavits and the 
decision, have considered them. It is quite possible to 
digest the substance of a mass of similar affidavits in a 
very brief time, and there was evidence that the board 
“noticed the contents of every one of them.’’ But cumu- 
lative testimony may be and routinely is curtailed with- 
out the privilege of supplementing it by affidaivts at all. 
Complaint is made that some affidavits and letters were 
rejected by the board without sufficient foundation under 
the rule in Brinkley v. Hassig, supra. The letters for 
the most part gave reasons why the writer could not 
attend the hearing, and since there was no compulsory 
process, the letters were primary evidence that the writer 
would not come. Some of the affidavits used did not dis- 
close the reason for nonattendance of the affiant at the 
trial. But it is to be presumed that the board and the 
Attorney General did their duty, and in the absence of a 
showing to the contrary, it will be presumed that affi- 
davits were used only when it was not practicable to 
procure the attendance of witnesses. In any event, the 
affidavits were cumulative or upon inconsequential matters, 
and the error in procedure. if one there was, is not of 
sufficient importance to enable a court to say that a fair 
hearing was denied. 

The principal contention now made is that the 
members of the board were prejudiced against appellant 
before the hearing started, and that some of them were 
active in instigating the complaint. Without detailing 
the evidence, it does appear that some of the board had 
expressed such prejudice, and doubtless all were in fact 
prejudiced. Doctor Hassig was president of the board. 
He was also secretary of the Medical Society, in which 
latter capacity he served as the intermediary through 
whom complaints were cleared, very much as the secre- 
tary of the State Bar Board receives complaints against 
lawyers, corresponds about them, and if a complaint is 
filed, sits as a member of the board. One of the board, 
after listening to testimony for three days, said he was 
ready to vote. The president told him that no vote 
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@ Several of our readers have inquired as to 
the possibility of botulism resulting from 
the consumption of commercially canned 
foods. The canning industry is proud of the 
part it has played in the eradication from its 
products of this deadly type of food intoxi- 
cation. We are glad to devote this space to a 
discussion of this important topic. 

_ During recent years, the daily press pe- 
riodically carries reports relating how one 
or more members of a family, or of a group 
of persons, were stricken after a meal, usu- 
ally with fatal results. Sometimes these ac- 
counts describe how an “anti-toxin” was 
rushed to the scene—an indication that bot- 
ulism was involved. These press reports 
often include the statement that a “canned 
food” was incriminated as the cause of the 
illness. 

We wish to emphasize that as far as the 
records go, these outbreaks without excep- 
tion are not attributed to foods commer- 
cially canned in this country. In practically 
every instance, it was found that the foods 
—usually of a non-acid or semi-acid nature 
—had been preserved at home by the use of 
inadequate heat sterilization processes (1). 
These press reports, by not stating correctly 
the type of food involved, have done much 
to cast unwarranted suspicion on commer- 
cially canned foods as possible causes of 
botulism. 

Botulism, or acute toxemia due to clos- 
tridium botulinum, is by no means a new 
affliction. As early as 1802—ninety-five years 
before van Ermengem discovered the true 
cause of the intoxication—warnings were 
issued against botulism. However, not until 
severe outbreaks occurred in this country 
some fifteen years ago, was it realized that 
cognizance should be taken of the fact that 


CANNED FOODS AND THE PUBLIC HEALTH 
IV. BOTULISM 


foods canned by the methods used in those 
days could become contaminated with the 
toxin of this organism. This fact having been 
realized, the canning industry took imme- 
diate steps to prevent such contamination of 
their products. 

Research was inaugurated and has been 
continued to which the industry has con- 
tributed not only financially, but also by 
the studies of scientists associated directly 
with the canning industry (2). The end re- 
sult of these researches was the development 
of scientific methods of determination of 
heat sterilization treatments, or heat proc- 
esses as they are known to the industry, 
which would be adequate to insure the 
cafety of canned foods from the standpoint 
of botulism (3). 

The effectiveness of the measures gener- 
ally adopted by the canning industry of the 
United States is evidenced by the fact that no 
case of botulism attributable to an American 
commercially canned food has occurred dur- 
ing the past ten years (la). Foods packed in 
commercial canneries are heat processed 
not only to insure protection from bacterial 
spoilage causing merely the loss of the food, 
but to render them safe from the standpoint 
of botulism, as well. In fact, a sterilizing 
process sufficient to insure the destruction 
of the most heat resistant strain of Cl. bot- 
ulinum ever isolated is considered the min- 
imum requirement of heat treatment of com- 
mercially canned foods. The National Can- 
ners Association has issued lists of scientific- 
ally determined processes for non-acid can- 
ned foods with which canners comply (4). 

Such are the facts. The American canning 
industry offers its products to the consuming 
public for what they are; namely, whole- 
some and nutritious foods. 


AMERICAN CAN COMPANY 
230 Park Avenue, New York City 


1923 Amer. J. Pu 
1922 J. Inf. Dis. 31, 650 


2. [19396 J. Bacteriology $1, No. 


8. 1923 Natl. Res. Council Bulletin, 7, 
No. 87 


This is the twelfth in a series of monthly articles, which will summarize, 
for your convenience, the conclusions about canned foods which au- 
thorities in nutritional research have reached. We want to make this 


AMERICAN 
MEDICAL 
ASSN 


series valuable to you, and so we ask your help. Will you tell us on a 
post card addressed to the American Can Company, New York, N. Y., The Sealof Acceptance denotes that the 


statements in this advertisement are 


what phases of canned foods knowledge are of greatest interest to you? to the 


Your suggestions will determine the subject matter of future articles. of the American Medical Association. 


4. 1931. N.C. A. Bulletin 26-L, 
Revised 
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could be cast until all the testimony was in. The 
impatient member assented, and resumed his task. 

The spectacle of an administrative tribunal acting as 
both prosecutor and judge has been the subject of much 
comment, and efforts to do away with such practice 
have been studied for years. The Board of Tax Appeals 
is an outstanding example of one such successful effort. 
But it has never been held that such procedure denies 
constitutional right. On the contrary, many agencies have 
functioned for years, with the approval of the courts, 
which combine these roles. The Federal Trade Com- 
mission investigates charges of business immorality, 
files a charge in its own name as plaintiff, and then 
decides whether the proof sustains the charges it has 
preferred. The Interstate Commerce Commission and 
state public service commissions may prefer complaints 
to be tried before themselves. If an administrative tribu- 
nal may on its own initiative investigate, file a complaint, 
and then try the charge so preferred, due process is not 
denied here because one or more members of the board 
aided in the investigation. 

The publicity used by appellant made public prejudice 
well nigh inevitable. At any moment the program on the 
radio might change from cowboy songs to the diagnosis 
of disease and the extolling of the compound operation. 
That the members of the board had radios in their homes 
is no constitutional disqualification. The unusiial thing 
about this case is that one issue to be tried was whether 
such radio talks were in fact given and whether they 
violated professional standards of conduct. Members of 
the board having radios thus had personal knowledge of 
the fact alleged, and necessarily formed some opinion as to 
whether they were in conflict with professional standards. 

Assuming such preconceived prejudice, what is the 
answer? The statute provides but one tribunal with 
power to revoke a doctor's license, just as the Supreme 
Court of Kansas is the only body with power to disbar a 
lawyer. If such powers may not be exercised if the 
members of the board or court are prejudiced, then any 
lawyer or doctor who commits an offense so grave that it 
shocks every right-thinking person, has an irrevocable 
license to practice his profession if he can get the news 
of his offense to the court or board before the trial 
begins. That will not do. The commendable efforts of 
the medical and legal professions to raise the standards 
of their professions by cleaning their own houses can- 
not be set at naught by any such rule of law. 

From the very necessity of the case has grown the rule 
that disqualification will not be permitted to destroy the 
only tribunal with power in the premises. If the law 
provides for a substitution of personnel on a board or 
court, or if another tribunal exists to which resort may 
be had, a disqualified member may not act. But where 
no such provision is made, the law cannot be nullified or 
the doors to justice barred because of prejudice or dis- 
qualification of a member of a court or an administrative 
tribunal. In Evans v. Gore, 253 U. 8. 245, a question 
arose in which the members of the court had a direct 
personal financial interest. Adverting to this regretful 
circumstance, the court declined to renounce jurisdiction 
which appeliant was entitled to invoke since ‘‘there was 
no other appellate tribunal to which under the law he 
could go.’’ Cases have arisen where all the members of 
state supreme courts have been jointly sued by disap- 
pointed litigants; confronted with the choice of denying 
the suitor his right of appeal or hearing it themselves, 
the courts have heard the appeal. An exhaustive note 
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gathering and analyzing the cases from 12 states and 
from England and Canada may be found in 39 A. L. R. 
1476. Other authorities may be found in 42 L. R. A. 
(N.S.) 788, L. R. A. (N.S.) 1915E, p. 858, and in 
33 C. J. 989 and 15 R. C. L. 541. In Stahl v. Board, 
187 Iowa 1342, 175 N. W. 777, 11 A. L. R. 185, the 
court suggested that one so disqualified might resign. But 
the law does not require a member of a court or a 
tribunal to resign his position because of an isolated 
case where he must act although interested. The trial 
court, after patiently hearing the evidence as to the 
attitude of mind of the individual members, disposed 
of the contention in this language with which we are in 
accord: 


“Under the general terms of the statute, the Medical 
Board is empowered to protect the public against con- 
duct which is clearly against public interests and 
therefore necessarily unprofessional, the same as if the 
legislature had specifically denounced and _ prohibits 
such practice. The members of the board were not dis- 
qualified because they knew of his methods prior to 
the hearing and condemned them. John R. Brinkley’s 
methods were so notorious that ignorance of them by 
members of the board was an impossibility and such 
knowledge compelled condemnation.” 


Other matters argued do not warrant detailed discus- 
sion. Appellant called the members of the board as wit- 
nesses and their mental reactions to various bits of evi- 
dence were explored. Naturally the members could no 
more appraise the precise weight which they gave to each 
fact than can jurors or courts. But the inability to dissect 
the mental processes by which a finding is reached is 
not fatal; the Supreme Court, in Des Moines Gas Co. 
v. Des Moines, 238 U. S. 153, sustained an appraisal of 
a master who frankly stated that he ‘‘could not give the 
mental process by which this conclusion is reached any 
more than a jury could do.’’ Findings of administrative 
tribunals, like verdicts of juries, cannot be overturned 
by a dissection of the mental processes by which the re- 
sult is reached, as long as it is reached from a consideration 
of substantial evidence produced at the hearing. The trial 
court would have been well within its power if this minute 
exploration of the mental reactions of the members of 
the board to particular items of evidence had been dras- 
tically curtailed. 

It was not the function of the trial court to re-try this 
case on the merits, and we are not persuaded that the 
learned trial court did so. Nor is it our function. What- 
ever may have been the attitude of the trial court is now 
immaterial, for this is an equity appeal. We have 
examined the record and readily conclude that appellant's 
constitutional rights have not been infringed. 

The decree accordingly is AFFIRMED. . 

A true copy. 

Attest: 
(SEAL) 
Albert Trego, 
Clerk U. S. Circuit Court of Appeals, Tenth Circuit. 


AUXILIARY COMMITTEE MEETING 


A joint meeting of the Auxiliary Committee and the 
officials of the Kansas Women’s Auxiliary was held in 
Wichita on March 31. 
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syphilis 


I A RECENT REPORT* dealing with the results of treat- 
ment in 13,198 patients with early syphilis, the value of 
persistent and continuous treatment is stressed. A mini- 
mum of from 12 to 18 months of continuously applied 
treatment with alternate courses of an arsphenamine and 
aheavy metal was found to produce by far the most favor- - 
able results. 

Iodobismitol with Saligenin is a propylene glycol solu- 
tion containing 6 per cent sodium iodobismuthite, 12 per 
cent sodium iodide and 4 per cent saligenin. It presents 
bismuth in anionic (electro-negative) form. Iodobismitol 
with Saligenin has been shown by clinical trials and experi- 
ments to be rapidly and completely absorbed and slowly 
excreted, thus providing a relatively prolonged bismuth 
effect. Its content of 4 per cent saligenin—a local anes- 
thetic agent—is an additional advantage. Repeated injec- 
tions are well tolerated in both early and late syphilis. 

Neoarsphenamine Squibb is readily and rapidly soluble 
and possesses uniformly high spirocheticidal power and 
low toxicity. Arsphenamine and Sulpharsphenamine are 
also available under the Squibb label. 

For literature write the 


ER: SQUIBB & SONS, NEW YORK Prefessional Service Dept. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 745 Fifth Avenue 
New York City 


*Martenstein, H.: Syhilis Treatment: Enquiry in Five Countries, League of Nations Quart. 
Bull. Heaith Organ, 4: 129, 1935. 
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The following subjects were discussed: Establishment 
of a permanent archive for auxiliary records in the cen- 
tral office; utilization of the central office to assist in 
forwarding bulletins and in making auxiliary state meet- 
ing arrangements; a socialization information project 
wherein packets of material on that subject will be for- 
warded to the various auxiliary chapters; a public infor- 
mation project wherein the auxiliary will cooperate with 
the Society Public Health and Education Committee in 
providing speakers on medical subjects before lay groups; 
a scientific exhibit project where the auxiliary will assist 
the Society, Public Health and Education Committee in 
providing exhibits for state and local lay meetings and 
fairs; a library project wherein approved books on medi- 
cal subjects will be placed in various public libraries of 
the state; assistance to the Society Committee on Public 
Policy; ways and means to increase auxiliary member- 
ship; an auxiliary section in the Journal; and affiliation 
with parent-teacher associations, the Federation of 
Women’s Clubs, and other lay groups. 


MEMBERS 


Dr. M. W. Carlson, formerly of McPherson, has 
removed to Ellinwood where he will continue his 
practice. 


Dr. O. W. Davidson, Kansas City, was a guest speaker 
at the annual meeting of the Kansas State Dental As- 
sociation held in Salina, Kansas, April 27, 28, and 29. 
His subject was ‘‘Medical and Dental Problems.” 


Dr. Clifton Hall, of the Kansas State Board of 
Health, Topeka, spoke on ‘‘Some Phases of Tubercu- 
losis in Children,’ before a meeting of children and 
parents in Chanute on March 24. 


Dr. R. J. Lanning, Junction City, was appointed 
county physician and health officer of Geary county, to 
fill the vacancy occasioned by the death of Dr. W. S. 
Yates. 

Dr. H. E. Morgan, Fredonia, was appointed Wilson 
county coroner, as successor to the late. Dr. F. M. 
Wiley. 


Dr. L. M. Tomlinson, Harveyville, has established a 
branch office at Dover and will divide his time between 
the two towns. 


COUNTY SOCIETIES 


The Barton County Medical Society held their regular 
dinner-meeting in Great Bend, on March 27, with Dr. 
C. H. Warfield, head of the department of radiology at 
the Cook County Hospital, Chicago, Illinois, as the 
guest speaker. His subject was ‘‘Bone Tumors.” 


Members of the Bourbon County Medical Society held 
a meeting on April 20 in Fort Scott. Dr. J. B. Weaver 
and Dr. H. E. Carlson, both of Kausas City, Missouri, 
discussed ‘‘Acute and Chronic Osteomyelitis’’ and 
“‘Ureteral Pain.” 


Dr. Ned R. Smith, Tulsa, Oklahoma, was the speaker 
at a meeting of the Butler-Greenwood County Medical 
Society in Eureka on April 
‘Mental Diseases.”’ 


10. His subject was 
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Dr. G. C. Unrein, Hays, was recently elected as 
secretary of the Central Kansas Medical Society. 


A dinner-meeting of the Cowley County Medical 
Society held in Winfield on March 19, honored Dr. 0, 
B. Wyant, Arkansas City, who celebrated his fiftieth 
anniversary in medical practice. Following the dinner 
Dr. P. F. Theis, Arkansas City, spoke on “‘The Treat- 
ment of Pneumonia’ and Dr. H. H. Jones, Winfield, 
spoke on ‘‘The Medical. Treatment of Gall Bladder 
Trouble.” 


The Crawford County Medical Society met in Girard 
on April 16 for a dinner-meeting. Speakers on the 
program were, Dr. George Kirby Sims, Bolivar, Missouri: 
Dr. Burleigh E. DeTar, Joplin, Missouri; and Dr. C. 
M. Gibson, Pittsburg. 


The Ford County Medical Society held their regular 
monthly meeting in Dodge City on April 10. Following 
a dinner the program included: Dr. J. H. Norman, 
Pueblo, Colorado, who spoke on “‘Bone Tumors’: Dr, 
Royal Finney, Pueblo, Colorado, on ‘‘Epochs of Heart 
Disease’’: and Dr. Richard Speirs, Spearville, ‘‘Nar- 
colepsy.”’ 


Dr. S. T. Millard, Topeka, spoke on ‘‘Some High- 
lights of Dermatology for the General Practitioner’’ at 
a meeting of the Franklin County Medical Society in 
Ottawa on April 12. 


Members of the Leavenworth County Medical Society 
held a meeting on April 13 in Leavenworth with Major 
P. E. Duggins, Fort Leavenworth, as the guest speaker. 
His subject was ‘‘Cesarean Section.” 


A meeting of the Marion County Medical Society 
was held in Marion on April 1. Dr. R. S. Haury, 
Newton, was the speaker on the program. 


The physicians in Wabaunsee county recently organized 
a county medical society and elected Dr. L. M. Tomlin- 
son, Harveyville, as president, and Dr. C. L. Youngman, 
Harveyville, as secretary. Dr. F. L. Loveland and Dr. 
J. L. Lattimore, both of Topeka, were speakers, at a 
meeting held April 24 at Maple Hill. 


A meeting of the Sumner County Medical Society 
was held in Wellington on March 20 with Dr. Hal 
Marshall, Wichita, Dr. Ray, M. Balyeat, Oklahoma 
City, Oklahoma, and Dr. J. M. McGrew, Wellington, 
as the speakers. Their subjects were respectively, ‘The 
Allergic and Rhinologic Management of the Nose’; 
“The Intracheal Use of Iodized Oil’’; and a ‘‘Case 
Presentation.”’ 


The Washington County Medical Society met on 
April 14 in Washington. Dr. J. Harold Lynch, Fair- 
bury, Nebraska, presented a motion picture of the fol- 
lowing: Injuries to the extremities and their repair; 
technique of blood transfusion—direct method; and 
technique of spinal anesthesia. 


A business meeting of the Wilson County Medical 
Society was held in Fredonia on April 13. 


Members of the Tri-County Medical Society met in 
Harper on April 21, with Dr. W. F. Bernsdorf of 
Winfield, and Dr. R. A. West, of Wichita, as speakers. 


The April 21 meeting included the following speakers 
and their topics: Dr. H. R. Wahl, ‘Pathological Con- 
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Refreshing 


: 
Grandview Sanitarium 
KANSAS CITY, KANSAS (26th St. and Ridge Ave.) 


A High Grade Sanitarium and Hospital of 
superior accommodations for the care of: 


Nervous Diseases 
Mild Psychoses 
The Drug Habit 
and Inebriety. 


Situated on a 20-acre tract adjoining 

Park of 100 acres. Room with private 

can be provided. 

The City Park line of the Metropolitan Rail- 
z within one bloek of the Sani- 


E. F. DeVILBISS, M.D., Supt. 


OFFICE, 1124 PROFESSIONAL BLDG., KANSAS CTY, MO. 
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ference’; Dr. J. A. Billingsley, ‘“The Acute Eye’’; and 
Dr. L. B. Spake, ‘‘Cause and Treatment of Nasal Hemor- 
rhage’’, all of Kansas City. 


Dr. Charles W. Tidd has recently joined the staff of 
the Menninger Clinic to practice psychiatry and 
psychoanalysis. Dr. Tidd was associated with the 
Menninger Clinic in, 1932 and since then has been a 
member of the staff of the Compton Sanitarium, Comp- 
ton, California. He is a graduate of Northwestern Uni- 
versity Medical School. 


Three new residents in psychiatry have recently been 
accepted at the Menninger Clinic, Topeka. Dr. Carroll 
C. Carlson, from the Western State Hospital, Fort 
Steilacoom, Washington, who received his training at the 
University of Oregon Medical School; Dr. H. N. Ro- 
back, from the pathological department, Mount Sinai 
Hospital, New York City, who received his training at 
the University of Berlin in Germany and McGill Uni- 
versity; and Dr. D. L. Shifflet from the Civilian Conser- 
vation Corps, Pierre, South Dakota, who was graduated 
from the University of Pennsylvania Medical School. 
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MORBIDITY REPORT 
New communicable disease cases in the state as com- 
pared with last month are reported by the Kansas 
State Board of Health as follows: 
Month ending Month ending 
Disease April 25 March 21 
Whooping Cough ................ 162 165 
Smalinds 157 226 
Syphilis’ A. 101 61 
Tuberculosis 70 77 
Vincent’s Angina ................ 40 21 
German Measles .................. 10 27 
Meningitis 9 8 
Undulant Fever .................... 4 2 
Typhoid Fever ...........-.....+- 4 2 
Poliomyelitis 0 3 
Encephalitis 0 2 
DEATH NOTICES 


Dr. H. L. Alkire, 73 years of age, died in Topeka on 
April 27. He had practiced in Topeka for 44 years. 
He was born in Springfield, Illinois, on November 17, 
1862, and received his pre-medical training at the Uni- 
versity of Kansas. He graduated from the Jefferson 
Medical College in 1887 and first started practicing in 
Logan, Kansas. He went to Topeka two years later and 
practiced until 1933. During 1904, he was dean of 


Kansas Medical College. He was a member of the Shawnee 
County Medical Society. 


Dr. Edwin C. Morgan, 51 years of} age, died at his 
home in Clay Center on April 27. He was born in 1885 
and received his medical training from the Northwestern 
University School of Medicine, and graduated from there 
in 1910. He was a member of the Clay County Medical 
Society, a member of the Society Committee on Public 
Policy and Legislation, and a member of the Kansas 
Board of Medical Registration and Examination. 


Dr. Guy A. Smith, 53 years of age, died March 17 
at the Bethany Hospital in Kansas City, Kansas. He 
was born in Fort Wayne, Indiana, in 1883. He was a 
graduate of Indiana State University in 1905 and served 
his internship at the Fort Wayne Hospital, Fort Wayne, 
Indiana. He went to Kansas City, shortly after his 
graduation from the medical school and had practiced 
there for the past twenty-seven years. He was a member 
of the Wyandotte County Medical Society. 


Mr. Roy Koger, Kansas representative for the x-ray 
Division of the General Electric Company, died at St. 
Francis Hospital in Topeka, on April 25. 


NEW BOOKS RECEIVED 


ALLERGY OF THE NOSE AND PARANASAL 
SINUSES by Dr. French K. Hansel, asssitant professor 
of clinical otolarynology, Washington University School 
of Medicine. Published by the C. V. Mosby Company, 
St. Louis, Missouri, at $10.00 per copy. 


PARENTERAL THERAPY by Dr. Walter F. Dut- 
ton, formerly medical director Polyclinic and Medico- 
Chirurgical Hospitals, Graduate School of Medicine, Uni- 
versity of Pennsylvania, and Dr. George G. Lake, for- 
merly special lecturer in hygiene, Purdue University, and 
present editor of ‘‘Clinical Medicine and Surgery.’’ Pub- 
lished by Charles C. Thomas, Publisher, Springfield, 
Illinois, at $7.50 per copy. 


SURGICAL CLINICS OF NORTH AMERICA, 
Chicago Number, February 1936. Published by the W. 
B. Saunders Company, Philadelphia, at $12.00, paper, 
$16.00, cloth, per copy. 


THE BALANCED DIET, by Dr. Logan Clendening, 
professor of clinical medicine University of Kansas School 
of Medicine, Kansas City, Kansas. Published by the D. 
Appleton-Century Company, New York, at $1.50 per 
copy. 


CLASSIFIED ADVERTISEMENTS 


MORPHINE AND OTHER D DRUG ADDICTIONS 
—Selected patients who wish to make good and 
learn how to keep well; methods easy, regular, 
humane. 28 years’ experience. Dr. Weirick’s 
Sanitarium, 162 South State St., Elgin Ill. 


FOR SALE: Fisher X-Ray machine. Needs new 
tube; not floroscopic or radiographic; pictures 
only. Old tube to trade in on a new one. Will 
sell cheap. Write Grant Meyer, M.D., Marion, 
Kansas. 
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The Ninth Edition of the Standard Text on Dermatology— 
Eighteen Years of Outstanding Service to the Medical 
Profession of America. 


SUTTON’S 
DISEASES OF THE SKIN 


WHAT THE CRITICS SAY: 


Journal American Medical Assn.— 

“The excellence of the work is revealed by a careful 
examination of its contents.” 

The Lancet (London)— 

“Probably the most complete and trustworthy work of 
reference on its subject in the English language, and is 
worthy of a place on the shelves of every practicing 
dermatologist.” 

British Journal of Dermatology— 

“The type and general make-up of the book are admir- 
able, and we have no doubt of its continued success.” 
U. S. Naval Medical Bulletin— 

“This is one of the best written and most handsomely 
illustrated manuals on dermatology in print. The skin 
lesions of gangosa, verruca peruana, oriental sore, lep- 
rosy frambesa, and other tropcal skin lesions are given 
more extensive treatment than is commonly the case 
in American works on dermatology.” 

Virginia Medical Monthly— 

“Every practitioner needs in his library a standard 
work on dermotology. To the specialist this book is 
particularly desirable because of the bibliography 
which is appended to each subject. Its field of useful- 
ness is tremendously wide. Its illustrations and the 
idealism of the publisher, as expressed in the technique 
of printing, make it a very desirable book.” 


Minnesota Medicine— 
“Sutton’s volume on dermatology which first appeared in 1916 has been accepted 
as one of the best standard texts on the subject. The present volume is a large 
volume of 1,433 pages, and is especially valuable on account of the abundance 
and excellence of the photographs.” 


Southern Medical Journal— 
“The commanding place of this work among the standard texts in English on skin 


diseases is made even more secure by this fine edition.” 
Archives of Dermatology and Syphilis— 
“It is encyclopedic and scholarly. It has the spirit of an enthusiastic devotee of a 
specialty, and it has the vigor and piquant spirit that are Sutton. There is no need 
to advise dermatologists or other physicians that it should be on their shelves. 
They have already decided that for themselves, and in one edition or another it is 
found everywhere.” 
1433 pages, with more than 1310 illustrations in the text, and 11 color plates. Ninth 
revised and enlarged edition. Beautiful binding. Price, $12.50. 
By Richard L. Sutton, M.D., Sc.D., LL.D., F.R.S. (Edin.), Professor of Dermato- 
logy, University of Kansas School of Medicine, and Richard L, Sutton, Jr., A.M., 
i, L.R.C.P. (Edin. ) Assistant in Dermatology, University of Kansas School of 
edicine. 
The C. V. Mosby Company—Publishers—3523 Pine Blvd.—St. Louis, U. S. A. 
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| Founded 1896 by Dr. Hubert Work ~ 

} A modern, newly constructed 
sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 

senile and drug addicts. 

CRUM EPLER, M.D. 
Superintendent 
WOODCROFT HOSPITAL, PUEBLO, COLO. 
PRESCRIPTION PHARMACIES 
HARRY L. LONG CHAS. HASSIG 
DRUGSTORE PRESCRIPTION DRUGGIST 
50 Years Of Service To This Community Courtesy Reliability 
B ARE Our Specialty 25 Years at 10th Street and Central Avenue 
Arkansas City Kansas Kansas City, Kansas 
M. MAC GREGOR 
PRESCRIPTIONS PHYSICIANS’ SUPPLIES 
DRexel 1253 

907 N. 7th Street—Huron Building Kansas City, Kansas 

DRISKO-HALE DRUG CO. ¢ THE KANSAN DRUG CO. 

DRUG AND HOSPITAL SUPPLIES 716 Kansas Ave. 

Phone 9263 PRESCRIPTION PHARMACISTS 

704 Kansas Ave. Topeka, Kansas Topeka Kansas 
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"Past Regrets and Future Feats 


In addition to difficulty in putting away the cares and worries of “dead yesterday” 


and “unborn tomorrow”’ some of your sleepless patients have the additional hurdle of 
fear. ear —engendered by recollection of cther sleepless nights — that sleep, so much 
needed, will again elude them; fear that continued loss of sleep will break down health. 
Insomnia, whatever its cause, may easily become chronic, and establishment of 
normal sleep habits frequently requires temporary use of a hypnotic. 
Ortal Sodium is effective —one five-grain capsule will usually induce quiet, restful 
sleep (a three-grain capsule is often sufficient). Its effect is not unduly prolonged; the 


patient is usually alert and refreshed the following morning. 


Ortal Sodium (sodium hexyl-ethyl barbiturate) is supplied in 


capsules of 3/4, 3, and 5 grains, in bottles of 25, 100, and 500. 
* 
PARKE. DAVIS & COMPANY 
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